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B® ostoperative distention and urinary retention may occur despite 
the most skilful surgical technic. Fortunately, the severe distress of “gas 
pains,” discomfort of catheterization, and the need for enemas and symp- 
tomatic therapy may be obviated—and the patient afforded a smoother con- 
valescence—by parenteral administration of one ampul (1 cc) of Prostigmin 
Methylsulfate* 1:4000 at the time of operation, repeated at 2-hour intervals 
for a total of 6 injections. Recognition of this fact by leading surgeons has 
made the prophylactic use of Prostigmin a routine measure in many hospitals. 


HOFFMANN.LA ROCHE, INC., Roche Park, Nutley 10, New Jersey 
“Neostigmine Methylsulfate 


Srostigmin wei’ 


' 
. 


te 


A 
4 
4 . 


Original Articles 


The Frontal Sinus as a Pathway of Infection to the 


Calvarium and Brain 


SAMUEL R. SKILLERN, JR., M.D. 
PHILADELPHIA, PA. 


HERE is by far a greater num- 

ber of calvarian and intracal- 

varian infections of frontal sinus 
origin than from all of the other nasal 
accessory sinuses combined. 

Acute infection of the frontal sinus, 
especially following swimming in fresh 
water, seems to predominate, although 
a chronic infection may be respon- 
sible. Usually there is an acute exacer- 
bation to start the spreading of the 
disease, but this does not always hold 
true. 

The frontal sinus is the only cell that 
is in direct communication with the dura 
and brain, unless there is a dehiscence 
in the cell walls of an ethmoid or of 
the sphenoid sinus. This frontal com- 
munication is due to the minute opening 
in the posterior plate for the passage 
of the venae perforantes. Here again 
is an oddity in anatomy. This sinus is 
the only one whose venous drainage is 
directly into the large blood sinuses 
within the brain. Fortunately the 
frontal and sphenoid cells are less likely 
to become infected than are the ethmoid 
and maxillary cavities, but when they 
do, they cause greater damage to the 
surrounding tissues. 

To comprehend the spreading of in- 
fection from the frontal sinus, one must 
consider the anatomy. The floor of the 
frontal sinus is composed of thin, dense 
compact bone. The posterior wall is a 
_ hard, dense ivory-like bone. The frontal 
plate is generally made up of two plates 


of compact bone; occasionally a medul- 
lary layer of cancellous bone is found. 

The ostium is through the floor and 
may form a direct communication with 
the nose or may open into a duct of 
variable size and length. 

The mucosa lining the frontal sinus 
is thin and friable and has a poor 
glandular and blood supply. 

The blood supply to the frontal sinus 
mucosa is from a small branch of the 
anterior ethmoid artery which enters 
the sinus through the ostium. The 
venous drainage is through the venae 
perforantes, perforating the posterior 
wall. 

Between the thin, periosteal lining 
and the bone itself in the frontal wall 
of the sinus, there are lymph spaces 
which communicate directly with the 
canaliculi of the haversian system. 


TIME DOES NOT PERMIT A FURTHER 
ANATOMIC sTubY! 

Let us consider what occurs in an 
acute infection or an acute exacerbation 
of a chronic infection of the sinus 
mucosa. First there is swelling of the 
mucous membrane, generally starting in 
the nasofrontal duct or in the ostium 
with pressure on the artery supplying 
the mucosa. This swelling, as a result of 
extension upward, finally involves the 
entire lining of the cavity, with pressure 
on the venae perforantes and stasis of 
the venous blood stream. This, of 
course, spells more edema. With the 


Se 
- 
aa 
308 
14 


J. INTERNAT. 
COLL, SURG, 
leakage of serum into the tissues, the 
swelling is increased, and now a vicious 
cycle is instituted. Reticuloendothelial 
cells migrate into the infected area, and 
these are followed by leukocytes. This 
means increasing intrasinus pressure, 
with the probability of an interostial 
pressure greater than the pressure 
within the artery. In such event the 
blood supply to the sinus is cut off, and 
this is followed by necrosis of the 
mucosa and the periosteum. This dead 
tissue soon becomes loosened, so that 
the bone is exposed directly to the in- 
fecting organism. 

Through the posterior plate, the in- 
fecting organism may gain access to the 
intracranial contents in three ways: 
First, necrosis of the bone with seques- 
tration may permit the invasion. 
Second, the infecting organism may, by 
pressure and growth along the walls of 
collapsed venae perforantes, gain access 
into the vault of the calvarium. Third, 
by the erosion of the thin-walled veins, 
the infection may enter the intercranial 
blood stream directly. 

It has been my experience to find a 
superficial abscess of the brain with the 
first two modes of transmission of the 
infecting organism. With the third type 
of transmission, the usual finding has 
been single or multiple abscesses of 
variable depth. 

When the anterior wall is involved, 
the rapidity of the spread of the infec- 
tion depends on the presence of a medul- 
lary layer of cancellous bone. 

From the original symptoms of a 
sinus infection to the onset of osteo- 
myelitis there are three factors to be 
considered: the thickness of the inner 
wall of compact bone; the virulence of 
the organism, and the resistance of the 
patient—in other words, the barrier of 
bone and the opsonic index of the 
patient. 
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Mosher, Furstenberger and_ others 
have described so thoroughly the spread- 
ing of osteomyelitis by retrograde 
thrombosis through the canals’ of 
Breschett and the large frontotemporal 
veins that further discussion is useless. 

There has been quite a controversy 
as to the diagnosis and treatment of 
so-called malignant osteomyelitis and 
benign osteonecrosis with its sequestra- 
tions. It is my opinion that the density 


and thickness of the compact bone and ° 


the absence of cancellous bone are fac- 
tors governing the type of the infection. 
If nature has the opportunity of walling 
off the intraosseous area of infection, 
sequestration may occur. 

When the intrasinus infection causes 
a necrosis of the lining membrane, it 
throws open the canaliculi found be- 
tween the periosteum and the bone. As 
this lymph stream leads directly into 
the haversian system, when the infec- 
tion reaches a central haversian canal 
it may, by erosion, enter the blood 
stream through one or more of the 
endothelial-walled capillaries within this 
canal. These capillaries finally empty 
into the frontal veins or blood lakes, 
from which, by retrograde thrombosis, 
the entire frontal plate may become 
involved. 

Cancellous bone is always found at 
or just above the junction of the anterior 
and the posterior plate. When the in- 
fection reaches this bone, osteomyelitis 
occurs. This, in our opinion, accounts 
for the number of osteomyelitic per- 
forations of both the anterior and the 
posterior wall at or just above the upper 
limitations of the frontal sinus cavity. 

When the infection does not enter the 
blood stream but remains in the slower 
lymph streams of the haversian system, 
it gives nature a sufficient length of time 
to wall all the infection into small iso- 
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lated areas which form sequestrations 
and abscesses. 

Fever, pain and ‘‘Pott’s puffy tu- 
mor,’’ combined with the generalized 
symptoms of toxemia, simplify the 
diagnosis of a rapid fulminating osteo- 
myelitis of the frontal bone. 

On the other hand, the acute symp- 
toms may apparently subside under 
treatment.* The swelling over the 
frontal area completely disappear and 
the pain and toxemia be relieved, as 
in the case of a recent patient who was 
up, dressed and around the ward and 
stated, ‘‘feel fine except for a slight 
headache in the morning.’’ This he 
thought was due to constipation. His 
chart showed a normal temperature dur- 
ing the day with a rise of 1 degree (F.) 
or less each night. Roentgenograms 
taken daily over a six day period re- 
vealed a slow, progressive rise in fluid 
level, first in the right and then in the 
left frontal sinus. The final films 
showed these sinuses to be completely 
filled. The patient showed no physical 
signs of the progressing infection. This 
being the case of a colleague who was 
out of town, I hesitated to operate until 
his return the following day. At opera- 
tion we found an extensive osteomye- 
litic involvement of the frontal bone 
extending upward to the coronal suture. 
There was a large perforation in 
the posterior plate of the sinus filled 
by herniated brain tissue due to an 
underlying abscess. And yet this man 
was up and about stating he was feeling 
better every day! The values shown in 
the laboratory .reports were within a 
normal range except for a low red cell 
count and hemoglobin content. It was 
only by the roentgenograms that the 
progressive infection was recognized. 


* Administration of a sulfonamide compound (or 
penicillin) combined with localized intranasal shrink- 
age and irrigation of the nose with isotonic solution 
of sodium chloride. 
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I know of no greater adjunct in 
the diagnosis of the progress of 
frontal sinus infections than good, clear 
roentgenograms. 

One must remember Mosher’s teach- 
ing: that the roentgenographic evi- 
dences of the outer limitations of an 
osteomyelitic infection of the frontal 
bone are from seven to ten days behind 
the actual progress of the disease. A 
more reliable landmark is the outer 
limitations of the ‘‘Pott’s’’ puffy tumor, 
as an underlying acute infection within 
the frontal bone will manifest itself by 
edema and swelling of the periosteum 
and its overlying soft tissues. 

In my opinion, even this is no proof 
of the limitations of the infection; con- 
sequently, I make the bone incision from 
3 to 4 em. beyond the line of soft tissue 
edema, hoping that I may have gotten 
beyond any infected area. 

If the bone capillaries do not bleed at 
this incision, I assume that there is an 
infected thrombus beyond the incision. 
I therefore bite away with rongeur for- 
ceps until free capillary bleeding is 
obtained. 

For a chronic.infection of the frontal 
sinus with no evidence of extension into 
the osseous tissue, I think conservative 
treatment should be followed. 

As the floor of the frontal sinus is 
composed of thin, compact, brittle bone, 
I do not consider it a dangerous pro- 
cedure to enlarge the frontal ostium. Of 
course, there is usually some necrosis 
of the bone from injury, but the can- 
cellous bone is so distant from this 
enlarged ostium that there is little like- 
lihood of osteomyelitis occurring. 

Of course, the most conservative 
treatment is amputation of the anterior 
tip of the middle turbinate with the hope 
that this will allow sufficient drainage. 
If the patient’s condition does not show 
immediate improvement, the sinus 
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should be sounded and by gentle local 
suction one should remove from the 
nasofrontal duct the plug of pus that 
may be interfering with drainage. In 
many instances such daily treatments 
have brought about an amelioration of 
all symptoms. If drainage continues 
after several days, it is advisable to 
enlarge the nasofrontal duct by rasping 
forward and outward; these directions 
avoid the danger of breaking through 
the cribiform plate, which extends for- 
ward often to the anterior wall. If this 
conservative intranasal operation does 
not bring about a cure, it is best to open 
the frontal sinuses above the supercil- 
iary ridge. I always follow this pro- 
cedure for chronic frontal sinusitis or 
an acute exacerbation of a chronic 
infection. 

In cases of acute infection of the 
frontal sinus following swimming and 
in all cases of osteomyelitie involve- 
ment, the frontal sinus should be opened 
immediately by the most radical pro- 
cedure, i.e., removal of the anterior wall 
above the superciliary ridge. 

The following technic is my standby: 
The sinus is entered at the midline of 
the anterior wall just above the super- 
ciliary ridge with a small half-round 
gouge. The limits of the sinuses are 
then measured by a soft silver probe. 
A grooved incision is made with a 
Killian V chisel by starting at the outer 
limitation of the sinus and cutting 
toward the central, or original, sound 
opening. This avoids splitting of the 
bone. When the slit is enlarged suf- 
ficiently to allow the entrance of a 
rongeur forceps, the entire anterior 
plate is removed. The upper edge of 
the anterior plate of the sinus is beveled 
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to avoid a ridge, and the entire cavity is’ 


curetted of every vestige of mucosa and 
periosteum. I make it a point to irrigate 
the wound of all blood and secretion, 
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so that I have a clear view of every 
nook and corner of the sinus cavity. 
It is only by cleansing the bone that 
one is able to see any small shreds of 
material that may still be clinging to 
the bone. Next I sound the nasofrontal 
duct, and if it is not of proper size I 
enlarge it with the rasp. 

For the last few years I have been 
packing the sinus cavity with sulfa- 
thiazole or sulfadiazine powder, but in 
my last two cases I used penicillin with 
excellent results ; now, I make a primary 
closure of the wound, which facilitates 
healing, and am thus able to discharge 
patients within a week. 


SUMMARY 


The peculiar anatomy of the bony 
walls of the frontal sinus, its arterial 
supply and its venous drainage with 
direct communication, via the venae 
perforantes, into the dura and brain 
and to the large blood sinuses within 
the brain are the factors that are re- 
sponsible for this sinus being the most 
frequent cause of intracalvarian infec- 
tions than all of the others combined. 

The treatment of uncomplicated in- 
fections of the frontal sinus, both acute 
(except those due to swimming) and 
chronic, should, in my opinion, be con- 
servative at first, progressing into 
greater and greater radical measures to 
meet the progress of the infection. 


SUMARIO 


La singular anatomia de las paredes 
huesos de los senos frontales, su drenaje 
arterial y venoso y su comunicacién 
directa por via de las venas perforantes 
al través de la dura mater y el cerebro 
hasta los grandes senos sanguinosos 
dentro del cerebro son responsables por 
que este seno sea causa mas frecuente 
de infeccién intracranial que todos los 
otros senos combinados. 

El tratamiento de infecciénes de los 
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senos frontales sin complicacién, agudas 
o crénicas (a excepcidn de aquellos 
causados por nadar), debiera en nuestra 
opinion ser conservativo al principio, y 
progresando a medidas mas radicales 
segtn el progreso de la infeccidn. 


RESUME 


Les infections intracalvariennes sont 
le plus fréquement dues aux inflamma- 
tions des sinus frontaux. Cela s’explique 
par l’anatomie des parois osseuses de 
ce sinus, par son drainage arteriel et 
veineux et par so communication directe 
par les veines perforantes a travers le 
dure-mére et le cerveau avec les larges 
sinus sanguins a |’intérieur du cerveau. 

Le traitement des infections non- 
compliquées du sinus frontal (celles 
dues a la nage exceptées), qu’elles 
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soient aigues ou chroniques, doit au 
début étre conservatif. On adoptera des 
procédés de plus en plus radicaux si 
l’infection fait du progrés. 
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Cpoeo6pa3HaA aHaTOMHA KOCTAHBIX CTe- 
HOK (ppOHTaJbHOrO CHHyCa, ero apTepH- 
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M C KPOBAHHbIMH CHHyCa- 
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OCTAJbHbI€c CHHYCbI BMeCTE. 

JleueHve (ppoH- 
TaIbHOrO CHHYyCa, KaK OCTPbIX (3a HCKJIIO- 
4YeHHeM MlaBaHHeM), TaK H 
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caMOM 


Trustees: 
1. Matriculate 


4. Fellow 


accordingly. 


CHANGES OF DESIGNATION OF MEMBERS 


The designations of grades of members of the United States Chapter have 
been changed to the following, with the approval of the International Board of 


2. Affiliate (this to take the place of the former ‘‘ Associate Member’’) 
3. Associate (this to take the place of the former ‘‘Member’’) 


These designations are now in effect, and members will be designated 


Spanish-speaking surgeons in the United States as well as in Latin 
America are invited to submit material (original articles, feature 
material or news) for the Seccién en Espaiiol (Spanish Section). 
Contributions may be sent either to one of the Associate Editors 
for this section or to the general editorial offices in Chicago. 
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Arteriovenous Aneurysms in the Region of the 


Circle of Willis 
From an Ophthalmologic Aspect 


EDMUND B. SPAETH, M.D., and WILLIAM E. KREWSON III, M.D. 
PHILADELPHIA, PA, 


three aspects of the subject. First, 

we shall make a rather brief sum- 
marization of aneurysmal conditions of 
the circle of Willis from an ophthalmic 
standpoint; second, and more important, 
we shall consider those conditions with 
disturbances of the contiguous veins 
or venous sinuses, again from an 
ophthalmic standpoint, for in this field 
ophthalmic symptoms and signs are out- 
standing; third, we shall deal with the 
surgical treatment of this latter group. 

The second division is stressed be- 
cause arteriovenous aneurysms in the 
region of the circle of Willis are almost 
purely surgical conditions, and as such 
constitute a proper subject for presenta- 
tion before a surgical assembly. The 
relevance of the third division of our 
presentation is equally evident, and for 
the same reason. 

The neurologist and the neurosurgeon 
frequently treat vascular pathologic 
conditions of the circle of Willis sur- 
gically only following a rupture of the 
aneurysm, since the characteristic symp- 
toms do not appear until this has oc- 
curred. In general, the subjective and 
objective signs and symptoms are: 
(1) the presentation of a subarachnoid 
hemorrhage; (2) signs of general physi- 
cal disease which might suggest or cause 
an aneurysm; (3) a previous history 
suggesting earlier subarachnoid hemor- 


this presentation we shall discuss 


rhage, perhaps with signs and symptoms 
of a basal space-taking lesion, and (4) 
symptoms wholly in the realm of the 
ophthalmologist, such as changes from 
pressure on the optic nerve, the optic 


_chiasm or the optic tract, and ocular 
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motor disturbances, especially disturb- 
ances referable to the third nerve. 

The arteriovenous aneurysms which 
fall within the second part of our pres- 
entation have much more clearly cut 
signs and symptoms. The history is of 
outstanding importance, especially if 
that of a traumatism, although this is 
not necessarily a constant finding. 
Arteriosclerosis and frequently syphilis 
are causes. In addition, a_ simple 
aneurysm of the ophthalmic artery may 
be present, or an arteriovenous com- 
munication between the internal carotid 
artery and the cavernous sinus, or an 
arteriovenous aneurysm within the 
orbit. All these usually have a few 
common signs and symptoms, which 
are: some exophthalmos (from a lesser 
to a great amount); evidences of cen- 
trifugal venous stasis; an evident pulsa- 
tion of the exophthalmos; and a bruit, 
which may be subjective, objective or 
both and not uncommonly is of two 
types. 

The vascular anatomy of the base of 
the skull can be likened rather roughly 
to a three-cornered stool. The one back 
leg of the stool is represented by the 
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basilar artery and the two paired legs 
by the internal carotid arteries; the seat 
of the stool may be considered per- 
forated in the center for the brain stem; 
the anterior sides of the roughly hex- 
agonal structure are represented an- 
teriorly by the two anterior cerebral 
arteries, arising from the internal 
carotid arteries and connected by the 
short, rather broad anterior communi- 


Int. carotid a. 
Mid. cerebral a 
Ant. cheroid a. 
Post. commun. a. 


Post. cerebral a. 
Sup. cerebellar 
Basilar a. 
Int. auditory af 


Ant. inf. 
| Cerebellar 


| Post. int 
| Cerebellar 


cating artery; the posterior sides of this 
hexagon are the posterior communicat- 
ing arteries, arising from the posterior 
cerebral arteries; immediately after 
these appear the paired terminal horns 
of the short basilar artery. The optic 
chiasm and the prechiasmal portions of 
the optic nerves underlie the anterior 
cerebral arteries and the interior com- 
municating artery. The cavernous sinus, 
the terminations of the internal carotid 
arteries, the beginning of the middle 
cerebral arteries and the internal jugu- 
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lar veins lie just below or at the origins 
of the anterior and posterior communi- 
cating arteries, where these meet at the. 
internal carotid artery. Variations from 
this description are not uncommon; they 
are, however, not tremendously signifi- 
cant. For instance, the posterior com- 
municating arteries may continue as the 
middle cerebral arteries. The ophthal- 
mie artery, which usually arises from 


it. 
Ophth. artery 


Vein 


Fig. 1. Vascular anatomy at the base; the formation of the circle of Willis. 


the carotid artery before this has 
entered the cavernous sinus, frequently 
arises instead from the carotid artery 
within the cavernous sinus itself. ‘The 
anterior cerebral arteries occasionally 
seem to arise from the middle cerebral 
arteries, although the latter are really 
the upper continuing portions of the 
internal carotid arteries. Figure 1 is 
a sketch from Walsh and King’ illus- 
trating this vascular anatomy. 
Arterial aneurysms of the circle of 
Willis, whether or not they are intra- 
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cavernous, may be roughly divided into 
five general subdivisions. Only one of 
these has exophthalmos as an optic 
accompaniment, and this is seldom, if 
ever, pulsating. Of these subdivisions, 
following Walsh’s classification rather 
closely, the first is aneurysms account- 
ing for unilateral defects in vision. Such 
aneurysms may be suspected especially 
in the presence of symptoms considered 
as unilateral ocular signs of multiple 
sclerosis. The diagnosis is seldom made, 
however, prior to the signs and symp- 
toms of a rupture. 
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fully operated on by Grant, with perma- 
nent and uneventful recovery. 

The third subdivision is aneurysms 
involving the optic tracts and resulting 
in incongruous visual field defects. Such 
aneurysms occasionally give signs of in- 
volvement of the contiguous cavernous 
sinus. They are probably the rarest of 
them all. Figure 5 is a schematic sketch 
of one such aneurysm, extracortical and 
beneath the surface of the brain, diag- 
nosed after the rupture, presented by 
Dr. Levin of Dallas, Texas; figure .6 
shows another such aneurysm, presented 


Fig. 2. The fundi of a patient with aneurysmal varix of the anterior cerebral arteries. 


The second subdivision of this classifi- 
cation is aneurysms accounting for bi- 
lateral visual field defects, bilateral total 
blindness or bilateral nasal or temporal 
hemianopsia, frequently with hemor- 
rhagic infiltration of the fundi. These 
aneurysms can usually be diagnosed 
prior to their rupture, and thus are 
neurosurgical problems. Figure 2 shows 
the fundi of a patient with such an 
aneurysm; figure 3, the aneurysmal 
situation of the anterior cerebral 
arteries as found at operation, and 
figure 4, the progressive changes in the 
campometric fields determined prior to 
the operation. This patient was success- 


315 


by Dr. Robertson, of Melbourne, Aus- 
tralia. The latter of these aneurysms 
was suspected for some time prior to its 
rupture, with confirmation of the diag- 
nosis, and the patient’s death. The 
patient had internal and partial external 
ophthalmoplegia with exophthalmos on 
the same side of the head as was the 
aneurysm. 

The fourth subdivision is posteriorly 
situated aneurysms with signs suggest- 
ing cerebellar neoplasms. The fifth is 
aneurysms not usually attended by loss 
of vision but almost always giving ocular 
signs suggesting cavernous sinus symp- 
toms with exophthalmos, though without 
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Fig. 3. Anatomic situation present at operation: 
a, anterior cerebral artery; b, area of localized arach- 
noiditis; c, internal carotid artery; d, middle cere- 
bral artery; e, dilated perineural vaginal sheath; 
f, ophthalmic artery; g, optic foramen; h, central 
retinal artery; i, chiasm; j, anterior communicating 
artery; k, area of postchiasmal arachnoiditis; 1, pos- 
terior communicating artery, on the right side be- 
neath the optic tract and on left above the tract, 
as is usual. 


LEFT 


Fig. 5. Schematic sketch of an aneurysm reported by 
Dr. P. M. Levin, of Dallas, Texas (see bibliography). 


SPAETH AND KREWSON 


Fig. 6. 


J. INTERNAT, 
COLL. SURG. 


+ -4 4-4 
+-+-4 
mi 
Yel 
} 
(Or) 
KI 
D 
+ 7 
OD O 


Fig. 4. Progressive changes in the fields of vision. 


Photograph of aneurysm reported by Dr. 
Robertson, of Melbourne, Australia (see bibliog- 
raphy). 
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the pulsation and the bruit of the 
arteriovenous communication. These 
may extend anteriorly, prechiasmally or 
posteriorly, as far as the posterior com- 
municating artery. Figure 7 illustrates 
such an aneurysm which had extended 
intraorbitally, having made its entrance 
through a defect in the orbital roof. 
Thus, the internal carotid aneurysm 
within the cavernous sinus expanded 
after having entered the orbit. There 
was some pulsation but no bruit. After 
surgical exploration of the orbit and 
confirmation of this diagnosis, the 
patient was successfully treated with 
roentgen rays. The aneurysm was not 
of an arteriovenous type. 


Fig. 7. Intraorbital aneurysm, without bruit; point 
of entrance into the orbit through an orbital roof 
and apex defect. 

The characteristic symptoms of these 
aneurysms have been briefly stated as 
they were classified. A tragedy con- 
nected with most of them is that so fre- 
quently they cannot be diagnosed, 
whether arteriosclerotic and atheroma- 
tous, traumatic, or syphilitic, prior to 
their rupture and the onset of the pic- 
ture characteristic of subarachnoid 
Hemorrhage. Arteriograms can at times 
be of some assistance. ; 


ARTERIOVENOUS ANEURYSMS 
The arteriovenous aneurysms of this 


region are usually carotid—cavernous 


sinus fistulae, though ophthalmic artery— 
cavernous sinus fistulas and communi- 
cations between the internal jugular vein 
and the carotid artery occur rarely. 
De Schweinitz and Holloway, in their 
analysis of 313 cases reported, showed 
that trauma, either direct or indirect, 
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was responsible in 70 per cent of in- 
stances. The remainder of the aneu- 
rysms either were spontaneous in origin 
due perhaps to congenital anatomic 
defects or were connected with such 


Fig. 8. Aneurysm, after Sattler (see text and bibliog- 
raphy for source of original presentation and identi- 
fication of letters). 


conditions as coughing, tumors of the 
brain which had broken into the orbit, 
internal hydrocephalus, syphilis or 
arteriosclerosis. 

Figure 8 is after an illustration from 
Sattler’s monumental article in the | 
Graefe-Saemisch Handbuch. It illus- 
trates a drawing from an anatomic 
preparation made in a case of internal 
carotid—cavernous sinus thrombosis 
with dissection and opening from above: 
The letters have the following signifi- 
cance: ca, the internal carotid artery, 
incised so that one can see the fistula on 
its medial wall opening into the cav- 
ernous sinus; fb, the fractured sella; 
pp, a broken portion of the apex of the 
petrous pyramid; sch, the sinus circu- 
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laris of Ridley; sps, a portion of the 
dilated ophthalmic vein; fv, the dilated 
frontal vein; oa, the ophthalmic artery; 
sc, the cavernous sinus; on, the optic 
nerve. The illustration is original with 
Delens, to whom Sattler has given 
credit. The drawing shows beautifully 
the tremendous venous engorgement 
which results from the carotid—cavern- 
ous sinus fistula, to which reference will 
be made again later in this paper. The 
ophthalmic vein, the superior petrosal 
sinus and the circular sinus are all de- 
cided examples of this engorgement. 
One can also see from this illustration 
why spontaneous intracranial ruptures, 
when they occur, as was emphasized by 
Baron in 1835, are usually of the cav- 
ernous sinus itself and not of the arterial 
portion. 

Exophthalmos, pulsation of this and 
bruit are the cardinal and almost con- 
stant common symptoms of these aneu- 
rysms. There may also be other signs 
and symptoms, such as visual disturb- 
ances, almost certainly ocular motor dis- 
turbances, and disturbances of position 
and of gait. The exophthalmos is from 
slight to pronounced. Figure 9 is an 
illustration from a case in which the 
exophthalmos had been present for six 
to eight weeks. The most frequent posi- 
tion of the exophthalmos is down and 
out. Compression of the eyeball is pain- 
less, and the exophthalmos ean fre- 
quently be reduced temporarily by such 
pressure, though as soon as it is re- 
moved the exophthalmos reestab- 
lished. Digital pressure on the neck over 
the common carotid artery reduces the 
bruit. Several authors have reported 
that this pressure not uncommonly 
shows interference with the cardiac 
action. With the exophthalmos there is 
edema of the conjunctivas and of the 
lids, and while the condition is usually 
unilateral (and, rather interestingly, 
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more common in the left eye), edema 
and minimal exophthalmos may appear 
in the opposite eye. There are several 
cases in the literature in which the intra- 
cranial pathologic changes advanced to 
such a stage that the pulsating ex- 
ophthalmos became bilateral. 

The pulsation of the exophthalmos 
can always be felt and frequently is 
visible, and it is always synchronous 
with the cardiac systole. The pulsation 
may at times be severe. 

The bruit has three characteristics, or 
there are three types of this: 

The subjective blow, frequently the 
first symptom noted, is described vari- 


Common type of pulsating arteriovenous 
aneurysm. 


Fig. 9. 


ously as a roar, a hum, a buzz, similar 
to the escape of steam, frequently so 
distressing as to prevent sleep, and is 
localized by the patient to one ear, to 
one side of the head or even to the entire 
skull. It is perhaps in the largest num- 
ber of instances the first symptom of the 
condition. 

The objective bruit has been described 
as a loud blowing murmur, synchronous 
with the systole, and naturally with the 
pulse, heard more or less readily with 
a stethoscope, over the eye, the fore- 
head the skull on that side and down 
into the neck. The variability in its 
character is less than is the variability 
of the subjective bruit. The intensity 
of the murmur is somewhat more vari- 
able. One patient was reported on in 
whom it was so intense as to be audible 
8 inches (20 em.) from the skull. 
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The third type of bruit is a high- 
pitched whine or whistling note and is 
heard much less commonly in that it is 
seldom if ever found with traumatic 
aneurysms. It seems to be connected 
with, and also is diagnostic of, arterio- 
sclerotic arteriovenous communications. 
The murmur is more frequently inter- 
mittent, and perhaps because of this it 


‘may be more commonly present, though 


overlooked by the examiner. It is an 


objective type of bruit. 


The following 5 cases are briefly ab- 
stracted to illustrate the differences 
seen in these arteriovenous fistulas. 
Four of them are not the common type 
of cases. These five cases have been 
selected, however, from the total ob- 
served because of the many variations 
in symptoms and in treatment. 


REPORT OF CASES 


Case A (the usual type of case) (fig. 9) 
was an instance of spontaneous arteriovenous 
pulsating exophthalmos with or from arterio- 
sclerosis. After the operation on the com- 
mon carotid artery there occurred a complete 
cessation of symptoms. The anomaly in this 
case was considered as a simple internal 
carotid-cavernous sinus aneurysmal conneec- 
tion lying within the cavernous sinus. - 

In Case B, a 48 year old woman had pro- 
gressive exophthalmos with pulsation, with 
the intercurrent development of secondary 
glaucoma and with massive formation of new 
blood vessels in the fundus. The condition 
was spontaneous and of the right eye. Liga- 
tion of the common earotid artery failed to 
ameliorate the symptoms; hence a_ trans- 
frontal decompression of the orbit was done. 
It revealed arteriovenous aneurysm, and in- 
ternal carotid-cavernous sinus communica- 
tion, without arteriosclerotic changes and 
with massive dilatation of the orbital and 
ophthalmic veins. The aneurysmal fistula 
arose from the internal carotid artery above 
the cavernous sinus and from there entered 
the cavernous sinus, connecting therein with 
it. The patient’s Wassermann reaction was 
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partially successful. 

The patient in case C, a man aged 24, had 
a direct blow to the orbit; within three weeks 
exophthalmos and pulsation with bruit devel- 
oped. The exophthalmos and the bruit con- 
tinued after fractional ligation of the common 
carotid artery. An exploration of the orbit 
showed a dissecting form of aneurysm pass- 
ing through the sphenoid fissure into the 
orbit, extending from an original internal 
earotid-jugular bulb aneurysm, the result of 
fracture of the orbit at the base of the skull 
and the apex of the orbit. 

Case D was that of a woman aged 60 who 
had a unilateral (right side) arteriosclerotic 
pulsating exophthalmos with bilateral bruit 
and with some bilateral edema. Complete 
recovery occurred only after bilateral ligation 
of the common carotid artery and further 
ligation of the right internal carotid artery. 
The surgical work was extended over a period 
of one year, and the patient was then free 
of her bruit and had an almost complete 
recession of her exophthalmos. The intra- 
cranial arterial supply was now only the 
basilar artery and its terminations, and the 
internal carotid artery on the left, and any 
reverse flow from the collateral circulation 
continuing on the right. In spite of her 
generalized arteriosclerosis, she had at no 
time signs of permanent damage. 

The patient in case E was a Negro aged 59 
with a spontaneous nontraumatie, nonsyphi- 
litie pulsating exophthalmos on the right 
side with great bruit both objectively and 
subjectively, beginning signs of extension on 
the left side and other signs and symptoms 
suggesting an intracranial lesion, i.e., the 
arteriovenous aneurysm apparently secondary 
to this. The patient was transferred from 
Wills Hospital, after consultation with Dr. 
William Bates, to Jefferson Hospital under 
Dr. R. Jaeger, for intracranial air studies; 
if these revealed anything significant, he was 
to undergo craniotomy and Dandy’s pro- 
cedure of intracranial ligation. The patient 
was not in good physical condition when 
transferred. The air studies showed no signs 
of intracranial disease. The patient made 
an almost complete recovery after a uni- 
lateral ligation of the common carotid artery. 
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SURGICAL TREATMENT 


The surgical approach to these ar- 
teriovenous aneurysms from a venous 
standpoint has as its hope an ascend- 
ing thrombosis through the venous 
channels and is not at all satisfactory. 
Ligation of the orbital vein may be 
indicated when necessary, but this is not 
the cure for the fistula. Other forms 
of aneurysmorrhaphy, not including 
Dandy’s approach, are formidable pro- 
cedures and are not to be recommended 
except under most extraordinary 
circumstances. 

A consideration of the pathologic 
process and its mechanics is the clue to 
the treatment. An arteriovenous aneu- 
rysm has occurred as a fistula between 
two hydrostatic currents of unequal 
force, which in this case is from the 
arterial to the venous flow. ‘The pulsa- 
tion and the bruits are the result of 
this unequal pressure and the inter- 
change of arterial and venous blood 
through the fistula. A reversal in the 
venous flow occurs because of the impact 
of the arterial flow—resulting in venous 
stasis, in edema and in an increase in 
the blood volume of the entire venous 
bed. The exophthalmos is maintained 
through this. The water hammer impact 
of the arterial flow continues the widen- 
ing of the fistula and drains blood from 
the arterial cerebral channels which has 
been thus diverted. For cure, the venous 
stasis must be relieved to correct the 
exophthalmos; the arterial supply to 
the fistula must be halted without caus- 
ing cerebral anemia or, on the venous 
side, permitting spontaneous cerebral 
thrombosis to occur in the venous 
canals; and the fistula must be closed 
to stop the bruit, as well as to relieve 
simultaneously the faulty hydrody- 
namics. Intracranial ligation should be 
ideal, but it is not necessary if the con- 
dition will respond to the less formid- 
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able extracranial cervical approach. 
Ligation of the external carotid artery 
is of no value whatsoever, as would be 
expected. A primary ligation of the 
internal carotid artery has, as many 
men have pointed out, a high incidence 
of cerebral complications, in that it 
reduces abruptly and totally the blood 
volume into the brain. It stimulates a 
reversal of blood flow in that portion 
of the vessel distal to the fistula (low 
pressure area in the internal carotid 
artery between the fistula and the liga- 
ture) ; thus it may drain large quantities 
of the blood from the cerebral channels, 
and thereby be responsible for throm- 
bosis of the cerebral vessels with hemi- 
plegia and with death. 

The surgical intervention must reduce 
pressures within the carotid sinus with- 
out causing thrombi or emboli. There 
is no doubt that the carotid sinus is 
concerned with and responsible for 
regulating the circulation in the brain, 
for here such circulatory regulation is 
far more important than similar regu- 
latory mechanisms in the extremities or 
even in the abdomen. It is obvious, 
therefore, that Dorrance was correct 
when he stated: ‘‘Ligation of the in- 
ternal carotid with a building up of 
pressures back of the ligature in the 
bifurcation, and the consequent retarda- 
tion of the heart and reduction of blood 
pressure, would contribute to and 
accentuate any deficiency of cerebral 
blood supply.’’ 

Ligation of the common carotid artery 
after diagnostic compression of this 
vessel reduces the blood flow in the 
internal carotid artery by more than 
50 per cent, so that in effect the internal 
carotid artery has become a branch of 
the external carotid, and in certain cases 
this vessel may be an important channel 
of collateral circulation to the brain. 
This flow of arterial blood from the ex- 
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ternal carotid into the internal carotid 
artery makes possible and permissible 
a later subsequent ligation of the inter- 
nal carotid artery if that is necessary; 
such ligation reduces the high incidence 
of cerebral complications associated 
with primary ligations of the internal 
earotid artery. Further, as Dorrance 
said, ‘‘Anomalies of the circle of Willis 
are so rarely uncompensated that defi- 
ciency of collateral circulation because 
of them cannot explain all of the cere- 
bral complications which follow ligation 
of the carotid vessels.”’ 

These operative procedures should be 
done under local anesthesia, so that the 
patient is conscious and his general 
physical condition therefore evident; 
untoward cerebral symptoms, if they 
occur, then can be seen immediately and 
the circulation permitted to flow prior 
to permanent closure. Clamps and 
vessel plugs are not recommended. 
When a subsequent ligation of the in- 
ternal carotid artery is done, the wound 
should not be closed for twenty-four 
hours, so that if cerebral symptoms do 
develop, circulation in this vessel can be 
immediately reestablished. Black silk 
sutures are advisable. The common 
carotid artery should be tied down 
rather slowly, so that the circulation is 
not stopped within a period of less than 
fifteen or twenty minutes. The tying 
of the internal carotid artery need not 
be done quite so slowly. Careful post- 
operative observation, however, is more 
important following closure of the inter- 
nal carotid artery, as a secondary oper- 
ation, than with closure of the common 
carotid. 

CONCLUSIONS 


The purely arterial aneurysms of the 
circle of Willis are difficult of diagnosis ; 
the diagnosis must be made frequently 
by elimination rather than by affirma- 
tion, and it is most commonly confirmed 
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after a rupture. The arteriovenous 
aneurysms of and in the neighborhood 
of the vessels composing the circle of 
Willis do not present tremendously 
complex diagnostic problems. They 
lend themselves well to surgical treat- 
ment. The surgical approach, excluding 
Dandy’s intracranial ligation (consider- 
ation of which is not included herein), 


consists preferably (and following the 
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usual well known preliminary diagnostic 
procedures) of ligation of the common 
carotid artery and subsequent to this, 
when necessary, ligation of collateral 
vessels, such as the lingual, facial, occip- 
ital and temporal arteries, and espe- 
cially a later ligation of the internal 
carotid artery. After ligation of the 
common carotid artery, the internal 
carotid artery actually becomes a 
branch of the external carotid artery 
by reason of the anastomoses from the 
corresponding arteries of the opposite 
side of the neck and face. The later 
ligation of the internal carotid artery 
will permit development of sufficient col- 
lateral circulation centripetal to the 
cranial cavity to prevent almost wholly 
those complications connected with a 
primary ligation. 

The bibliography which follows has 
363 references, dating from 1807 to the 
time of writing. 
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SUMARIO 


Las aneurismas puramente arteriales 
del cireulo de Willis son dificiles de 
diagnosticar; el diagnostico con fre- 
cuencia debe ser hecho por eliminacién 
en vez de afirmacién y es mas comun- 
mente confirmado después de rotura 
(ruptura). 

Las aneurismas arteriovenosas del 
vecindario de los vasos que componen 
el cireulo de Willis no presentan com- 
plejos problemas diagnosticos y a 
veces se prestan facil a la extirpacién 
quirurgica. 

El acceso quirtirgico (excluyendo la 
ligatura intracranial de Dandy, que no 
se discute aqui) consiste de preferencia 
(habiendo seguido todos los procedi- 
mientos bien conocidos para el diag- 
nostico) en ligatura de la arteria 
carétida comin y después de esta, si 
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es necesario, ligatura de los vasos 
colaterales, tal como las lingual, facial, 
occipital y la temporal arterias, y espe- 
cialmente, al fin, ligatura de la arteria 
carotida interna. 

Después de ligatura de la arteria 
carétida comin, la carétida interna se 
convierte actualmente en rama de la 
arteria carétida externa, por razén de 
la anastomosis de las arterias corre- 
spondientes del lado opuesto de la cara 
yv del cuello. 

La ligatura mas tarde de la arteria 
carotida interna permitira el desarrollo 
de suficiente circulacién colateral centri- 
petal a la cavidad cranial para evitar 
casi por completo las complicaciones 
resultando de la ligatura primaria. 

La bibliografia que sigue incluye 363 
referencias, del afio 1807 hasta la fecha 
de este articulo. 


RESUME 


Les véritables anévrismes artériels 
du cercle de Willis sont difficiles a diag- 
nostiquer; le plus fréquement le diag- 
nostic est fait par élimination plutot 
que par affirmation, et il est confirmé 
généralement aprés la ruptire. Les 
anévrismes arterio-véneux intéressant 
les vaisseaux environnants qui forment 
le cerele de Willis ne offrent pas de 
problémes diagnostiques trés difficiles a 
résoudre. Ils se prétent a l’ablation 
chirurgicale. L’approche chirurgical 
(dans cet article, la ligature intra- 
craniale de Dandy, que nous ne dis- 
cuterons pas ici) consiste préferémment 
dans la ligature de l’artére carotid com- 
mune et subséquemment, quand cela est 
nécessaire, dans la ligature des vais- 
seaux collatéraux, telles que la linguale, 
la faciale, la temporale et l’occipitale. 
Aprés la ligature de l’artére carotide 
commune, l’artére carotide interne de- 
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The Naval Medical Officer’s Surgical Problems in 
Amphibious Warfare 


CAPTAIN RICHARD A. KERN, MC-V (S), U.S.N.R. 


procedure in the South Pacific 

are modified by a number of 
factors, chief among which are the great 
overwater distances involved and the 
amphibious type of activity. 

It is hard to visualize the great dis- 
tances in the Pacific. Perhaps this com- 
parison may give a concept of the size 
of the area in which the armed forces 
are operating. One thinks of the United 
States as a fairly large country. If one 
were to superimpose areas equal to that 
of this country on the Pacific theater 
of war, it would take nine ‘‘United 
States’’ to cover it. And so far as 
the major problem of transporting men 


N AVAL surgical experience and 


and supplies is concerned, that theater _ 


is all water. 

Amphibious warfare has produced de- 
cidedly new patterns of activity. More 
than ever before, naval medical officers 
have been ashore doing field duty. The 
Marine Corps, whose medical activities 
are in the hands of naval medical per- 
sonnel, both officer and enlisted, is larger 
today than was the whole Navy during 
the last war. In addition, numerous 
naval units are functioning ashore, such 
as construction battalions and the vari- 
ous groups that deal with the adminis- 
tration and operation of advance bases 
and services of supply. 


Read before the United States Chapter of the Inter- 

eoy College of Surgeons, Philadelphia, Pa., Oct. 
, 1944, 

The opinions or assertions contained herein are the 
private ones of the writer and are not to be construed 
as official or reflecting the views of the Navy Depart- 
ment or the naval service at large. 
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All of this means planning: planning 
hospital housing and equipment, plan- 
ning the flow of medical supplies, 
planning the evaculation of casualties, 
planning the allocation of medical per- 
sonnel. All of this must be with a view 
to the special problems which each par- 
ticular strike presents, such as climatic 
conditions, terrain and endemic diseases. 
Finally, the planning must be integrated 
with that of the military event in pros- 
pect. The more I saw of the many 
angles that medical preparation in- 
volved and the successful way in which 
they were handled, the prouder I became 
of the Navy’s Bureau of Medicine and 
Surgery. 

To give an idea of how these problems 
would vary from strike to strike, here 
are two sample situations. , 

Military expediency calls for the tak- 
ing of an atoll that has long been in 
enemy hands. That means that a strong 
enemy force is concentrated on a narrow 
strip of island a mile or two long and 
at most one or two hundred yards wide. 
In such an action all the casualties will 
occur within a few days or even hours. 
The first ones must be handled on the 
very ships that brought in the striking 
force or in a hospital ship that is stand- 
ing by. Only the later ones can receive 
their definite treatment on the atoll 
itself. After a few days there are 
likely to be no more major casualties, 
so that hospitalization needs will he 
minimal. (And while I am speaking of 
atolls and medical problems, think of 
the job of disposal of some thousands 
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of enemy dead in a coral soil that rises 
only a few feet above sea level.) 

Quite different is the situation where 
a beach-head and a base are to be made 
on a small segment of a large island 
thinly held by the enemy, with a view to 
‘by-passing strong enemy positions and 
neutralizing them by air power. Here 
the initial casualties are far less likely 
to be numerous. Full definitive treat- 
ment can be given ashore within as little 
as ten hours after a landing and cer- 
tainly within twenty-four hours. How- 
ever, in such an area there are likely 
to occur major casualties for weeks and 
months after D day, and correspond- 
ingly greater and better hospitalization 
facilities are needed. 

But whether the site be atoll or large 
island, the evacuation of casualties must 
be to a fully equipped facility, not 5 or 
10 miles behind front lines, as in a 
Continental theater, but 500 to 1,000 
miles away. The transportation must 
be by ship or plane: by ship for prac- 
tically all casualties on D day and for 
many minor casualties thereafter, by 
seaplane for serious casualties almost 
from the beginning, and by land plane 
as soon as an air strip is available, in 
from four to ten days. 

An important part of the preparation 
for a strike is the training of the medical 
personnel involved. The medical objec- 
tive is to bring the best possible surgical 
treatment as close as possible to the 
time and place of action. The medical 
officers with combat units are of neces- 
sity of a younger age group, so as to be 
able to cope with the rigors of a combat 
area. Their surgical experience is there- 
fore likely to be correspondingly less. 
It is therefore all the more necessary to 
instruct them in the specific problems 
they are likely to face, and in what way 
accepted surgical procedures may have 
to be modified to meet the conditions. 
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For example, balanced traction cannot 
be applied to a fracture in a patient 
who must be moved several times and 
over some hundreds of miles, and a 
double spica cast of the hips must not 
have a spread of over 28 inches (70 cm.), 
the maximum width of a bunk in ship or 
plane. 

To help the younger surgeons at the 
front, roving teams of older, more ex- 
perienced surgeons act as consultants 
and, if need be, bear a hand in difficult 
cases, 

Turning now to specific surgical pro- 
cedure, there is considerable debate as 
to how much should be done how far 
forward. But one keeps returning to 
the cardinal principle that advanced 
area surgical treatment should be as 
adequate circumstances permit. 
Therefore, every effort must be made 
to create favorable circumstances for 
good operation as close to the front as 
possible, for twenty or thirty minutes 
of careful attention to a wound within 
a few hours of its occurrence is worth 
more than three months in the best base 
hospital in the rear. 

An adequate wound toilet first of all 
requires a thorough inspection of the 
injury. This may call for an enlarging 
of a wound of entry or exit, by incision 


or through a fascial plane. Mechanical | 


cleansing is helped and the view of the 
wound improved by irrigating it with 
solution of sodium chloride, which is 
amply available in vacoliter flasks. ‘The 
irrigation is best performed by means 
of a rubber tube or catheter whose tip 
is thrust into the bottom of the wound, 
so that dirt, blood clots and foreign 
bodies are flushed to the surface. This 
also brings into view any bleeding 
points, which are caught and ligated. 
But bleeding should not be checked by 
tourniquet or by packing. The former 
is rarely needed, even as an emergency 
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measure, and packing only too often 
masks slow bleeding behind the pack 
and encourages infection and secondary 
hemorrhage. 
Obviously dead and devitalized tissue 
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without blood supply is cut away, but 


this does not mean wound excision, a 
relic of the last war, before chemo- 
therapy had arrived to control infection. 
While the cutaneous edges may be fresh- 
ened, tongues of skin are not sacrificed 
if they have an adequate blood supply 
through their base, for such a peninsula 
of skin may shorten the time of healing 
by many days. 

Shell fragments and missiles are re- 
moved only if they present in the wound 
or are easily accessible. To this rule 
there is one important exception: mag- 
nesium fragments derived from bombs. 
These must be carefully sought for and 
removed, because they exert a highly 
irritant and destructive chemical action. 

There is no time for suture of tendons 
or nerves as a rule. Nevertheless it is 
usually possible to find the severed ends 
at opposite sides of the wound and to 
bring them together with a loose tie or 
suture. If this is done, the work of the 
surgeon at the base hospital will be 
greatly simplified. 

The local use of sulfonamide com- 
pounds has been much debated. ‘The 
disrepute into which this has fallen in 
the minds of some is largely due to the 
careless way in which some surgeons 
thrust a handful of the drug into an 
open wound, where it acts chiefly as a 
foreign body. Many others are con- 
vinced of the usefulness of sulfonamide 
compounds in the wound, provided that 
-a reasonable quantity is properly dis- 
tributed with the tip of the gloved finger 
into all the nooks and corners of the 
wound. 

While wounds should not be tightly 
packed, the use of petrolatum gauze 
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lightly filling a defect greatly facilitates 
subsequent dressings. Wounds are not 
closed by suture, chiefly to guard against 
gas bacillus infection. Of 6 deaths from 
this condition that occurred on the hos- 
pital ship, 3 were in instances of primary 
wound suture. The important exception 
to this rule, of course, is in case of 
wounds of the face. 

The splinting of an extremity with 
an extensive wound of the soft tissues 
is as necessary as the splinting of a 
fracture. This is particularly true be- 
cause the patient may have to be moved 
quickly and without warning. The splint 
will be his best protection against 
further shock. 

Certain special types of wounds should 
be mentioned. Wounds in the chest that 
are not immediately fatal do amazingly 
well under conservative measures. Of 
100 men with such wounds seen on the 
Solace, only one died. The cardinal 
points in the management are these: 
A sucking wound must be closed as 
promptly as possible. This is most sim- 
ply done under field conditions by means 
of a petrolatum-soaked battle dressing 
held in place by sutures. Care must be 
taken not to convert a wound into a suck- 
ing wound by removing a large foreign 
body. I know of a case in which a palm- 
sized piece of shell fragment halfway 
through the wall of the chest was care- 
fully bandaged in place at the front. 
Later, its removal in a well equipped 
surgery 500 miles to the rear made a 
sucking wound that could promptly be 
attended to. A hemothorax is not aspi- 
rated unless there is evidence of positive 
pressure or of infection. 

Patients with wounds in the chest in- 
volving the collapse of a lung are kept 
at rest for ‘‘seasoning’’ for several days 
before an attempt is made to evacuate 
them, especially if they are to be 
flown out. In the first few days after 
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injury such patients, like those with an 
acute spontaneous pneumothorax, be- 
come dyspneic and cyanotic on the least 
exertion or at altitudes over 3,000 feet 
(900 meters). Yet a few days later, 
again like the patients with pneumo- 
thorax, they are fully accommodated to 
their reduced respiratory capacity and 
stand evacuation by plane well. 

Patients with wounds of the head 
also seem to benefit greatly by a simi- 
lar period of seasoning before being 
evacuated, 

For patients with abdominal wounds, 
life itself depends on adequate surgical 
treatment in the first golden hours after 
the injury. 

The field of the neurosurgeon is a 
limited one. Either he must be prac- 
tically at the front so as to see the men 
with neural injuries within hours of 
their being wounded, or else he can do 
nothing until many months later, after 
all infection has subsided. He ought 
therefore to be on a surgical team in 
a combat area, or else in a neurosurgical 
service in the United States. 

Fractures form an exceedingly impor- 
tant group of cases, comprising, as they 
do, fully 15 per cent of all casualties. 
Nearly 75 per cent of the fractures are 
compound. Their management there- 
fore includes the treatment of the wound 
as well as that of the fracture. A 
meticulous wound toilet is necessary to 
guard against serious infection. 
gangrene is six times as frequent in 
wounds with involvement of bone as in 
those without such involvement. In 
cleansing the wound, bone fragments 
that have lost their periosteal attach- 
ment and consequently their blood sup- 
ply must be removed. 

In civil practice the treatment of 
fractures embodies the concept of first 
reduction and then fixation. In front 

line surgical practice that concept has 
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decidedly to be modified. Reduction is 
of relatively minor importance, chiefly 
because of the surprising small amount 
of displacement that follows the impact 
of a high velocity missile. I have seen 
a compound fracture of the femur in 
which the middle third of the shaft had 
been completely shattered, yet the posi- 
tion of the upper and lower thirds was 
surprisingly good. 


Fixation is the matter of chief con- 


cern. From the point of view of field 
conditions, particularly with regard to 
the need for transportation by stretcher, 
boat, ship or plane, fixation with plaster 
has proved the satisfactory 
method. The difficulties in handiing 
plaster in steaming jungles and tropical 
rainy seasons can be imagined, but they 
have been overcome. The precaution of 
splitting the cast, however, must never 
be forgotten. 

The Thomas splint has its uses, but 
also its definite limitations. The most 
common mistake made in its application 
is to exert traction on the foot in order 
to relieve pain at the site of the frac- 
ture. Such traction is all too frequently 
applied over the shoe. Many hours may 
elapse before the type of dressing can 
be changed, and by that time on the 
dorsum of the foot under the shoe laces 
there has developed a pressure necrosis 
that takes longer to heal than the frac- 
ture for which the splint was applied. 

The use of opiates calls for certain 
precautions. The most common error 
is to give the full dose of % grain 
(0.03 Gm.) in a morphine ‘‘syrette’’ 
to a lightly wounded man who could 
have walked to the rear with little or 
no assistance, but who now has to be 
carried on a stretcher, which requires 
several men and makes an excellent 
target for snipers. The other mistake 
is to fail to record on a tag attached 
to the patient the time and size of the 
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dose, so that later attendants are led 
to give a second large dose, with pos- 
sibly disastrous results. 

The proper tagging of the patient is 
a point of greatest importance. It is 
the only way in which the next medical 
officer to see the patient can learn of 
the nature of the wound, what was done 
for it, and what was given in the way 
of tetanus and gas gangrene prophylaxis 
and opiates. It will tell him, too, when 
the wound needs to be dressed again, 
and so perhaps spare the patient an 
unnecessary dressing or even the risk 
of a new infection. Such tags must be 
shielded against obliteration by rain, 
sweat, mud and wound secretions. 

The record as regards tetanus in this 
war is one of the major medical tri- 
umphs. Those who remember the many 
cases of tetanus that occurred in the 
last war, some of them developing many 
months after injury in France and in 
the wake of a plastic operation per- 
formed here at home, will particularly 
appreciate this point. In over two and 
a half years, I have knowledge of a 
single occurrence of tetanus, and that 
was in a man who had failed to receive 
toxoid prophylaxis. Among the Jap- 
anese, who do not use routine toxoid 
prophylaxis, tetanus is fairly common. 

Gas gangrene has on the whole been 
comparatively rare. Its occurrence has 
been a function of the time that elapsed 
between the time a man was wounded 
and the time when he first received treat- 
ment. Thus on Guadalcanal, where the 
wounded were all seen fairly early, gas 
gangrene was rare. In over 4,000 
wounded seen on the Solace at that time 
there were only 13 who had gas gan- 
grene. On the other hand, in larger 
islands, where a man might be wounded 
at dusk in an advanced position from 
which he could not be evacuated until 
next morning and another few hours 
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could elapse before he reached a dress- 
ing station, the condition was more fre- 
quent, the incidence being as high as 
2 or 3 per cent. That was before the 
advent of penicillin; the record should 
be better from now on. 

These, then, are a few of the surgical 
problems that confront the naval medi- 
cal officer. There are many more that 
I have not touched upon, the telling of 
which could prove interesting did time 
and the censor permit. But this I can 
say: One may be sure that the medical 
officers of the United States have the 
ability to solve them. It was a never 
ending source of pleasure to see the 
many ingenious devices and gadgets 
that the medical personnel contrived to 
meet local needs. As fine an operating 
room light as I have seen anywhere was 
made out of half-inch (1.3 em.) pipe, 
jeep lamp bulbs and empty gasoline 
tins whose inner shining surfaces were 
fashioned into correct parabolic curves. 
There were almost as many different 
automatic soap dispensers as there were 
dressing stations, and they all worked. 
X-ray men rigged their developing tanks 
so that one end projected out of the dark 
room and made possible a wet plate 
reading at a moment’s notice. The 
craftsmen on repair ships, who could fix 
anything from a chronometer to a pro- 
pellor shaft, would duplicate within 
twenty-four hours almost any surgical 
instrument placed before them. 

As the campaign progresses, there 
will be new problems. But they will ‘be 
solved, and in solving them our young 
surgeons in the field not only will grow 
in skill, judgment, self reliance and re- 
sourcefulness, but will make contribu- 
tions of lasting value to the whole field 
of surgery. 


SUMMARIO 


Tanto la experiencia como los pro- 
cedimientos de la cirugia naval en el 
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CULL, 
Pacifico se han visto modificados por 
la naturaleza anfibia de la guerra y por 
las grandes distancias marinas, que 
complican los servicios de abastecimi- 
entos y la evacuacién de los pacientes. 

El primordial objetivo en estas cir- 
cunstancias consiste en llevar la mejor 
terapéutica quirtirgica lo mas cerca 
posible del sitio del combate y en el 
momento mas adecuado. Ello se ha con- 
seguido mediante una instruccién pre- 
liminar de los cirujanos mas jévenes, 
para ponerlos en condiciones de atender 
los tipos de casos con los que tienen 
mayor probabilidad de enfrentarse y 
gracias tambien a la ayuda de los equipos 
quirirgicos formados por cirujanos de 
mas edad y de mayor experiencia en 
colaboracién con los consultores apro- 
piados, y, finalmente, disponiendo del 
equipo mas especial e idéneo desde el 
momento mismo en que comienzan las 
operaciones de desembarco, 

Entre las lecciones quirtirgicas que 
hemos aprendido se hallan las sigui- 
entes: la necesidad de una ‘‘toilette’’ 
de la herida, incluyendo una inspeccién 
completa, limpieza, control de la hem- 
orragia mediante ligadura, eliminacion 
exclusiva del tejido necrosado o no 
viable y aproximacién simple de los 
nervios y tendones seccionados a fin de 
facilitar la exacta reparacién  subsi- 
guiente: (b) la necesidad de inmovilizar 
las extremidades que sean asiento de 
extensas heridas de los tejidos blandos; 
(c) la importancia del cierre de las 
heridas abiertas del térax; (d) la nece- 
sidad de retardar la evacuacién de los 
individuos con heridas craneanas o 
toracicas. Ein el tratamiento de las 
fracturas, que son generalmente com- 
puestas y que constituyen un gran por- 
centaje de las bajas totales, debe tenerse 
muy en cuenta no s6lo la inmovilizacién 
de la fractura sinos todos aquellos fac- 
tores relacionados con la transporta- 
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bilidad precoz y continua del paciente. 
En consecuencia, la mejor manera de 
obtener la inmovilizaciOén en estos casos 
consiste en la aplicacién de un enyesado. 
Como resultado del empleo universal del 
toxoide tetanico como profilactico, no ha 
habido practicamente casis de tetanos 
entre los heridos de los Estados Unidos. 
La gangrena gaseosa ha sido compara- 
tivamente rara, debido principalmente 
a la prontitud con que se han tratado 
las heridas. 


RESUME 


L’expérience et les procédures chirur- 
gicales navales ont été modifiées dans 
lV’Ocean Pacifique par la nature am- 
phibie de la guerre et les grandes 
distances maritimes, qui ensemble com- 
pliquent l’approvisionnement du ma- 


tériel et l’évacuation des blessés et des 


malades. La premiére considération est 
de fournir aux blessés le meilleur traite- 
men chirurgical aussitot que possible 
et aussi proche que possible du champ 
de bataille. Cela a été accompli par 
Venseignement préliminaire donné aux 
jeunes chirurgiens pour les soins qu’ils 
doivent donner aux blessés. Des chirur- 
giens de grande expérience et des con- 
sultants sont toujours disponibles. II 
y a en aussi une suffisance de tout ce 
qui est necessaire dés que la bataille 
commence. 

On a appris qu’une toilette précoce 
et méticuleuse des plaies comprenant 
l’inspection soigneuse, le nettoyage, le 
controle de l’hémorragie au moyen de 
ligatures, l’ablation_de tout tissu mort 
ou non-viable et la simple approximation 
des tendons et des nerfs coupés afin de 
faciliter la reparation exacte subse- 
quente, est de la premiére importance. 
Il faut immobiliser au moyen d’atteles 
toute extrémité le siége de grandes 
blessures des tissus mous. Toute bles- 
sure aspirante de la poitrine demande 
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l’occlusion de la plaie. Il ne sera ap- 
porté aucun retard dans 1’évacuation 
des blessés de la téte et aussi des blessés 
de la poitrine. Pour les fractures, qui 
presque toujours sont ouvertes (com- 
pound), non seulement on immobilisera 
la fracture mais on veillera a l’évacua- 
tion précoce du blessé. Le platre de 
Paris est généralment le plus utile des 
matériaux immobilisants. Grace a ]’em- 
ploie prophylactique du toxoid anti- 
tétanique, il n’y eut pas un seul cas 
de tétanos parmi les blessés militaires 
et marins des forces américaines. La 
gangréne gazeuse fut relativement rare; 
cela est en grande partie due a la promp- 
titude avec laquelle les blessés furent 
soignés, 


CBO] 


B BewHKOM OKeaHe NOABeprHyJHCb 
H3MeHeHHWO BJIMAHH€M 3€MHO-BOJHOrO 
XapakTepa BOMHbI OOJIbINMX MOPCKAX 
paccTOAHHH, KOTOPbIe KaK 
cHaOKeHHe, TAK 

Tleppoi ‘3anaueli ObIIO JOCTABUTb HaH- 
Ha- 
CKOJIbKO BO3MO2%XHO K BPeMeHH HU 
MecTy elHcTBHA. ITO MOCTHTHYTO 
TPeHHPOBKOH MOJIObIX 
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XMpyproB B c THMaMH HaH6o- 
wee BeCPOATHBIX MOMOLIbIO CTap- 
WHX ONbITHBIX XHPyproB B 
KOHCYJIbTaHTOB, H JOCTYMHOCTbWO a9KBaT- 
HOrO 
allllapaTypbl C CaMOro HauaJia BbICAaKH. 
YPOKOB 
3THM OMBbITOM HeOOxo- 
AMMOCTb PpaHHero CTapaTesbHOrO 
Ta PaHbl, CTapaTeJIbHbIM OCMOTP, 
OUHCTKY, KOHTPOJb KPOBOTe4eHHA JIMraTy- 
pou, HucceyeHHe TOJbKO Oe3yCJIOBHO MepT- 
BbIX HJM TKaHeH, Mmpoctoe 
cOmKeHHe MpepBaHHbIX CYXOKHIHH 
aKKypaTHy!0 HeOOXOAMMOCTb 
MHHOM KOHeEYHOCTEeH, KO- 
TOPble ABAAIOTCA O4APOM paH 
MATKHX TKAaHeH; BaxKHOCTb 3aKPbITHA CO- 
TOPble OOLIKHOBCHHO ABJIAIOTCA CJIO2KHbIMH 
COCTABIAIOT 
Bcex HEOOXOAMMO HMeTb B BHILY 
He TOJIbKO a 
HYTbCA ObICTpOH 9Ba- 
Kyau. Ilostomy runic Obl CaMbIM 
NOJl@3HbIM MHHHbIM MaTepHaJom. B pe3yib- 
Tate. OOulero 
HeHHA TOKCOHa, MOUTH He 
CTOJNOHAKA PpaHeHHbIxX B apMuu Coe- 
CPaBHHTeJIbHO PeAKO, 06- 
pa3om ObicTpoTe NOMOULH. 


ANEURYSMS IN REGION OF CIRCLE OF WILLIS 


(Continued from page 325) 


vient une branche de l’artére carotide 
externe par raison des anastomoses 
avec les artéres correspondantes du céte 
apposé de la face et du cou. La ligature 
retardée de la carotide interne per- 
mettra le développement d’une circula- 
tion collatérale centripétale de la cavité 
cranienne protégeant contre presque 
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toutes les complications que pourrait 
entrainer la ligature primaire. 

La _ bibliographie qui accompagne 
l’article renferme 363 réferences 
de 1807 jusqu’a nos jours. 


Nore: The Russian summary will be published in 
the next issue. 
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Huge Pedunculated Fibrolipoma 


Report of Two Cases and Review of the Literature 
on Vulvar Fibromas 


DAVID KERSHNER, M.D., M.I.C.S., and ALFRED L. SHAPIRO, M.D. 
BROOKLYN, N. Y. 


\ YHILE pedunculated fibrolipo- 
mas relatively common 
tumors and have been reported 
as occurring in a multiplicity of sites,’ 
it is extremely exceptional in urban cen- 
ters to encounter cases in which they 
have been allowed to attain great size. 
The psychologic situation involved 
wherein patients to whom medical care 
is readily available will tolerate these 
deformities for years, despite assur- 
ances that only a minor surgical pro- 
cedure and minimal morbidity are en- 
tailed in cure, merits serious attention. 
Similar prolonged mental resistance to 
therapy constitutes a crucial aspect of 
the problem of cancer and poses an 
important question for solution in both 
public health and psychiatry. 

Because of their gross and micro- 
scopic similarity, the two tumors here 
reported are considered together. How- 
ever, as a notably rare entity, the vulvar 
tumor merits special discussion. Benign 
neoplasms of the vulva, particularly of 
mesodermal origin, are much less com- 
mon than epithelial growths.” * Of the 
intralabial growths, many seem to origi- 
nate from the round ligaments, particu- 
larly the cystic variety.** According to 
Brady‘ and Folsome,® fibromas of this 
region are generally sessile, and only 
about 175 cases have been reported. 
Approximately 20 per cent of the 
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growths appear ultimately to become 
sarcomatous.* As an index of the infre- 
quency of this type of tumor, Burr? 
reported 1 fibroma occurring in 5,000 
gynecologic cases, and Leonard*® de- 
scribed 6 instances in 23,000 gynecologic 
admissions to the Johns Hopkins Hos- 
pital. Dubrovsky® discussed 6 such 
tumors, 4 angiofibromas and 2 diffuse 
fibromas of the labia, in 3,000 hospital 
ized female patients. 

Large pedunculated tumors of the 
vulva akin to the one herein cited are 
true medical curiosities, search of the 
literature revealing only the follow- 
ing few published examples. Dubrov- 
sky ° mentioned a pathologic specimen 
acquired by the Warren Anatomical 
Museum of Harvard University in 1891 
which had attained the enormous weight 
of 120 Kg. ‘Taussig*® recounted as 
unique the case of Lovelace, with an 
apron-like tumor weighing 44 pounds 
(20 Kg.). Geroulanos** presented a 
case of fibromyoma of the vulva weigh- 
ing 8.5 Kg. Ves Losados’ * description 
is of a pedunculated fibroma of the labia 
majora weighing 1,800 Gm. Bazan” 
and Uchiho*™ briefly mentioned in- 
stances of large labial fibrolipomas. De 
Tarnowsky * in a recent report de- 
scribed a  pedunculated fibrolipoma 
reaching halfway down the thigh, weigh- 
ing 1,270 Gm., as well as 2 large sessile 
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vulvar tumors. Mosto and Radice,’® in 
their survey of primary vulvar tumors, 
included a pedunculated fibromyxoangi- 
oma of the labia majora. De Godoy and 
Delascio*” reported a case of giant 
vulvar papilloma, an epithelial tumor 
grossly resembling those under discus- 
sion but falling clinically into the group 
of condylomata acuminata. 


REPORT OF CASES 


Case 1.—Mrs. P. aged 51, of Jewish 
extraction, a multipara, living with her hus- 
band, was first seen April 13, 1942. For the 
past fifteen years she had had a tumor, gradu- 
ally increasing in size, growing from the 
right labium majus. The patient had been 
in otherwise good health; the menopause had 


Fig. 1. Pedunculated fibrolipoma of the right labium 
majus. The photograph on the right shows the super- 
ficial ulcer at the apex of the tumor. 


occurred seven years prior to her admission. 
Except for moderate obesity and great nerv- 
ousness, no physical findings of relevance 
were present. Laboratory examinations re- 
vealed no data of unusual significance. Under 
cyclopropane anesthesia, the skin and super- 
ficial fascia at the base were incised and the 
tumor was removed. Recovery was uncom- 
plicated, with primary healing of the wound. 

The specimen removed was a tumor (fig. 1) 
hanging down to the knees of the patient, 
composed of a mass 14 em. in diameter 
attached to a pedicle 6 em. in diameter, with 
a large superficial ulcer at its lowermost 
extremity. The mass weighed 2 pounds (0.9 
Kg.). On section, it was composed of lobu- 
lated adipose tissue with numerous fibrous 
strands. On microscopic examination, the 
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tumor proved to be a fibrolipoma with adipose 
tissue in predominance. 


Case 2.—Mrs. L. E., aged 47, of Jewish 
extraction, a multipara, was seen May 22, 
1943. For the past twenty years she had 
had a slowly growing tumor arising from the 
upper part of the left arm on its postero- 
medial aspect near its junction with the axilla. 
The patient’s general health was otherwise 
good, and physical examination was in all 
other respects noncontributory. 


Fig. 2. Pedunculated fibrolipoma of the axilla. 


The laboratory findings were essentially 
within normal limits. With the area under 
local anesthesia, the tumor was removed by 
incising the skin and superficial fascia of the 
arm. The wound healed by primary intention. 

The specimen removed was a large, pedun- 
culated, soft mass covered with skin, with 
two small superficial ulcerations on one side, 
weighing 18 ounces (500 Gm.). On cut sec- 
tion, the tumor was found to consist of fatty 
tissue interspersed with fibrous strands. The 
microscopic diagnosis was fibrolipoma. 


SUMMARY 


Two cases of pedunculated fibroli- 
poma are presented, and the literature 
on fibromas of the vulva is reviewed. 
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SUMARIO 


Los autores presentan 2 casos de 
fibrolipoma muy grande. Uno de los 
tumores se originaba en la vulva y col- 
gaba hasta las rodillas. El otro fibro- 
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lipoma, en el brazo superior, pesé 18 
onzas (mas que 500 gramos) cuando fué 
extirpado. Los autores repasan en pocas 
palabras la literatura de la fibroma de 
la vulva, tumor extremamente raro. 


RESUME 


Deux cas de volumineaux fibrolipomes 
pédiculés sont considérés dans ce rap- 
port. Une des tumeurs avait son origine 
dans la vulve et pendait jusqu’aux 
genous de la malade. L’autre avait son 
origine dans la partie supérieure du 
bras et pesait 18 onces (plus de 500 
grammes). La littérature des fibromes 
de la vulve est étudiée et analysée. 


CBO. 


cTe6embKOBOK 
ONyxOJb BYJbBapHoe Mpouc- 
xouwKeHHe BHCela KOWeH OO/bHOH. 
yacTH mo Becy 500 rpa- 
moB. JlaH KpaTKHH O630p AMTepaTypbI O 
(pHOpoMax BYJIbBbI, KOTOPble O4eHb PeAKH. 


NEWS AND ANNOUNCEMENTS 
UNITED STATES CHAPTER 


The Hudson Valley Guild of the United 
States Chapter of the International College 
of Surgeons will hold a meeting in coop- 
eration with St. Francis Hospital on Mon- 
day evening, October 1. The County 
Medical Society will be invited. The meet- 
ing is being arranged by Dr. Max Michael 
Simon of Poughkeepsie, N. Y., president of 
the Guild, and the committee on arrange- 
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ments consists of Drs. J. E. McCambridge, 
J. J. Toomey, R. J. Boyee, H. A. Benson and 
Clifford A. Crispell. Dr. Albert A. Berg, 
International President Elect of the College, 
will be the guest of the Guild and will 
read a paper on “Ulcerative Colitis.” Be- 
fore the evening meeting, the Guild will 
entertain Dr. Berg at a dinner. Further in- 
formation may be obtained from Dr. Simon. 
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Subtotal Gastric Resection for Peptic Ulcers 


SEBASTIAN J. CARNAZZO, M.D., F.A.C.S., F.I.C.S. 
OMAHA, NEB. 


said and written about the surgical 

treatment of the peptic ulcer, but 
one must not forget that this treatment 
must be for the complicated ulcer and 
not for the simple ulcer. I have felt for 
some time that 80 to 85 per cent of 
peptic ulcers can be successfully treated 
under medical management. In some 
instances, however, the conservative 
treatment fails, and the ulcer becomes 
penetrating and adherent to adjacent 
structures. It is well to realize that in 
such cases (which should not comprise 
over 15 to 20 per cent of the total 


this last decade much has been 


number) surgical intervention must 
be advised in order to reduce further 
complications. 


Continental European surgeons for 
several decades have advocated and 
employed subtotal gastric resection as 
the treatment of choice for peptic ulcer. 
In the United States, surgeons have, 
with few exceptions, been hesitant in 
adopting this method until late years, 
but certain recent experiences have con- 
tributed toward the acceptance of the 
procedure. These experiences have re- 
vealed that: (1) subtotal gastric re- 
section can be done with a low operative 
risk, comparable to that of the more 
conservative operative procedures; (2) 
unsatisfactory results have been ob- 
tained with gastroenterostomy and with 
various plastic procedures employed 
about the pylorus for the treatment 
of peptic uleer; (3) subtotal gas- 


From the Department of Surgery, Creighton School 
of Medicine. 
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persistent achlorhydria. 


trectomy is an anatomic and physiologic 
operation. 

There has been a great deal of con- 
fusion as to the exact nature of a good 
gastric resection for the treatment of 
peptic ulcer. A satisfactory procedure 
must be on a sound anatomic and physio- 
logic basis. The subtotal gastric resec- 
tion is based upon the premise that high 
concentrations of gastric acid tend to 
cause ulcers to develop, or to persist 
or recur, and that peptic ulcer does not 
occur in the presence of complete or 
Such achlor- 
hydria can be achieved only by remov- 
ing two thirds to three fourths of the 
stomach along with the ulcer and the 
spastic portion of the duodenum. <A 
properly executed resection must con- 
sist of removing: (1) the ulcer, either 
duodenal or gastric; (2) the vulnerable 
portion of the duodenum; (3) the spastic 
pylorus and the antral tissue; and (4) a 


-part of the acid-secreting portion of 


stomach. When gastrointestinal con- 
tinuity is restored, an anacidity is pro- 
duced by allowing regurgitation of 
alkaline duodenal contents after meals 
so that the gastric phase of secretion 
is reduced. 

Long years of experience in this coun- 
try and abroad have revealed nine com- 
plications which are widely accepted 
indications for this surgical procedure: 
(1) intractable ulcer; (2) ulcer compli- 
cated by massive hemorrhage; (3) py- 
lorie obstruction due to a_ stenosing 
ulcer; (4) perforation; (5) a gastric 
lesion which demonstrates lack of ability 
to heal; (6) a gastric lesion which can- 
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not be differentiated from carcinoma; 
(7) gastrojejunal ulcer; (8) sphineter 
ulcer; (9) gastrocolic fistula. Some per- 
sons cannot be submitted to this surgical 
procedure, no matter how desirable the 
operation may be, because of a pro- 
hibitive risk of a fatal outcome due 
to poor physical condition or extreme 
obesity. 

In attempting gastric resections one 
must bear in mind that the risk of 
fatality must be low or lower than with 
the accepted conservative procedures, 
and that some type of gastrointestinal 
anastomosis must be done which will 
permit the gastric emptying phase to be 
nearly normal. 

A patient being prepared for gastric 
resection must be allowed to restore ‘his 
high gastric acidity. He is given a high 
caloric, high protein, high carbohydrate 
and high vitamin diet. The necessary 
laboratory studies consist of gastric 
analysis, complete blood count, urin- 
alysis, typing and matching of blood 
and blood urea. Should obstruction be 
present, decompression of the stomach 
with a Levin tube and constant suction 
is necessary for several days to a week 
to relieve the edema of the gastric walls. 
If the condition of the individual seems 
weakened, transfusions of blood or 
plasma and intravenous feedings are 
given. During this time the patient must 
be heavily fortified with vitamin K, 
vitamin B complex and large doses of 
ascorbic acid. 

The day before the operation, the 
patient is not allowed an evening meal 
and is permitted to drink only ice water. 
That evening a thorough cleansing 
enema is given. The abdomen and the 
chest are surgically prepared, and 
gastric lavage is carried out, after intro- 
duction through one nostril of two Levin 
tubes which have been previously pre- 
pared as described by Mersheimer.' 
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Three grains (0.18 Gm.) of sodium 
phenobarbital is given hypodermically 
to insure the patient a good night’s rest. 

Nothing by mouth is allowed the 
morning of the operation, and morphine 
sulfate with atropine sulfate is given 
one hour before the operation. My 
associates and I have found cyclopro- 
pane and ether to be the anesthetic of 


Fig. 1. The stomach and duodenum are exposed by a 

high midline incision between the rectus muscles, ex- 

tending from the ensiform cartilage to just below the 
umbilicus to the right. 


choice, although we have used spinal 
analgesia with good results. Ten per 
cent dextrose soiution in sterile distilled 
water is allowed to run in slowly by vein 
during the operation, or a transfusion 
of blood or plasma may be given if 
necessary. 

It has been our experience that an 
anterior anastomosis is more satisfac- 
tory than a posterior one, as there is 
less danger of obstruction and the opera- 
tion is more easily done. It is well to 
remember that an ulcer can recur at the 
gastrojejunal anastomosis even after an 


t 


| J 
— incision 


VOL. VIIT 
NO. 4 


adequate resection, and when surgical 
intervention is necessary, a resection of 
the resected stomach is easier and safer 
when the anastomosis has been anterior. 


TECHNIC 


(Fig. 1) The stomach and duodenum 
are exposed by a high midline incision 
between the rectus muscles, extending 
from the ensiform cartilage to just below 
the umbilicus on the right. This incision 
permits an easy exposure of the duo- 


Fig. 2.-The free lateral border of the duodenum is 

mobilized by a division of the peritoneum in its upper 

border, and by rotation of the duodenum medially the 
common duct is exposed. 


denum and an easy approach to the 
lesser curvature of the stomach, as high 
as may be necessary for resection. 
Exploration of the abdomen is then car- 
ried out; the site of the ulcer is visual- 
ized and its character and relationship 
to the surrounding structures deter- 
mined. It is then decided whether the 
ulcer can be removed and whether the 
resection can be done without undue 
hazard. 

If the ulcer can be removed and resec- 
tion can be carried out, the operation is 
continued. The wound is protected by 
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covering the edges with square abdomi- 
nal packs, and a great deal of effort is 
made to avoid spilling throughout the 
operation, which will eliminate visceral 
and abdominal contamination. 

Before mobilization of the stomach is 
begun the relation of the ulcer and the 
duodenum to the common duct and to 
the ampulla of Vater must be estab- 
lished, for occasionally we have found 
a duodenal ulcer so low that it would 
not permit a safe closure of the duo- 
denum without producing a stricture or 
obstruction of the common duct or the 
sphincter of Oddi. (Fig. 2) By mobiliz- 
ing the free lateral border of the duo- 
denum, dividing the peritoneum in its 


Fig. 3. The border of the stomach along the greater 
curvature is elevated, and the lesser omental cavity is 
opened by division of the gastrocolic omentum. 


upper border and rotating the duodenum 
medially, its relation to the gastro- 
hepatic omentum can be easily recog- 
nized. An incision is then made through 
the peritoneal fold covering the common 
duct, exposing it and permitting recog- 
nition of the relation of the common 
duct and the ampulla of Vater to the 
ulcer. Then one can readily say whether 
the ulcer can be removed and sufficient 
duodenum be left for safe closure. 

The site of anastomosis is then located 
and mobilization of the stomach is be- 
gun, which must be in the proximal third 
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of the stomach. (Fig. 3) The border of 
the stomach along the greater curvature 
in that area is elevated, and the lesser 
omental cavity is opened by division of 
the gastrocolic omentum. (Fig. 4) ‘The 
right index finger is passed through the 
rent of the gastrocolic omentum and 
carried posterior to the stomach up 
through the gastrohepatic omentum. 


Fig. 4. The right index finger is passed through the 
rent of the gastrocolic omentum and carried posterior 
to the stomach up through the gastrohepatic omentum. 


Fig. 5. A sponge is drawn through posterior to the 
stomach, and the two free ends are grasped together 
with a forceps. 
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(Fig. 5) A sponge is drawn through 
posterior to the stomach, and the two 
free ends are grasped together with a 
forceps to provide a means of elevation 
or traction to the stomach. (Fig. 6) 
Mobilization of the greater curvature is 
continued to the left. (Fig. 7) The 
stomach is pulled down, and the left 
gastric artery is doubly tied at a high 
level along the lesser curvature with a 
suture of cotton. The resection level is 
established, and the borders of the 
greater and lesser curvature are 
cleansed of omental tissue in order to 
permit a clean approximation of the 
gastrojejunal walls. 


Fig. 6. Mobilization of the greater curvature is «on- 
tinued to the left. 


Fig. 7. The stomach is pulled down, and the left 
gastric artery is doubly tied. 


( 
i 
{ 
t 
\ 
t 


1 
fe 
Mihi 


VOL. VIIT 
NO. 4 


(Fig. 8) The part of the jejunum 
which is to form the anastomosis is 
searched for and brought anterior to 
the colon. 

The Levin tubes are located in the 
stomach and pushed upward toward the 
cardia. (Fig. 9) The site of the anasto- 
mosis is definitely established, light in- 
testinal clamps are applied at right 
angles to the stomach at this level and 
the stomach is then transected. (Fig. 
10) The cut ends of the stomach are 
swabbed with Novak’s solution, and 
the distal end of the stomach is covered 
with an abdominal pack and turned to 
the right. (Fig. 11) The proximal stump 
of the stomach is lifted up, and the 


\ Ligament of 
) 


Fig. 8. The part of the jejunum which is used to 
form the anastomosis is searched for and brought 
anterior to the colon. 


Fig. 9. Light intestinal clamps are applied at right 
angles to the stomach at the site of the anastomosis, 
and the stomach is transected. 
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upper half of the stoma is closed by a 
running locked suture of No. 0 chromic 
catgut and then reinforced by a Lembert 
running suture of No. 0 chromic catgut, 
and again reinforced by a Lembert run- 
ning suture of cotton. (Fig. 12) The 
gastrojejunal anastomosis is then com- 


Fig. 10. The cut ends of the stomach are swabbed 

with Novak’s solution, and the distal»end of the 

stomach is covered with an abdominal pack and 
turned to the right. 


Fig. 11. The upper half of the stoma of the proximal 
stump of the stomach is closed by a running locked 
suture of No. 0 chromic catgut, then reinforced 
by a Lembert running suture of No. 0 chromic catgut 
and again reinforced by a Lembert running suture of 

cotton. 
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pleted as follows: A loop of jejunum is 
brought anterior to the transverse colon, 
and an anastomosis is made about 15 to 
20 em. from the ligament of Treitz by 
attaching the distal jejunal loop to the 
greater curvature of the stomach just 
posterior to the open stoma, with a 
continuous suture, of cotton, and attach- 
ing the proximal loop to the lesser 


Fig. 12. The jejunal loop is brought anterior to the 
transverse colon and is attached posterior to the spen 
stoma of the stomach. 


Fig. 13. The jejunum is incised; Levin tubes are 

passed into the distal and proximal portions of the 

jejunum, and the gastrojejunal anastomosis is 
completed. 
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curvature of the stomach. (Fig. 13) The 
jejunum is then incised longitudinally 
and opened, and a dry sponge is inserted 
into the lumen and the contents swabbed 
out to prevent spilling. The light clamp 
is removed from the stomach, and a dry 
sponge is likewise inserted into the 
stoma and the contents swabbed out. 
The sponges are removed from the two 
stomas, and a second posterior suture 
of No. 0 chromie catgut is begun at the 
greater curvature of the stomach and 
earried through all layers of jejunum 
and gastric walls as an interlocking 


Fig. 15. The stomach is pulled down, and the right 
gastric artery is doubly ligated. 
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stitch. Before the anastomosis is com- 
pleted the Levin tubes are located in the 
stomach, brought out and swabbed with 
Novak’s solution. The multiple per- 
forated Levin tube is placed in the 
proximal end of the jejunum to be used 
for suction of duodenal, jejunal and 
gastric contents. The less perforated 
tube is placed in the distal jejunal loop 
and is used for jejunal feeding and if 
necessary for drainage of the jejunal 
contents. The posterior interlocking 
suture is continued anteriorly left to 
right as Connell stitch inverting the 


Middle artery 


Fig. 16. The gastric stump is pulled upward and. is 
mobilized by pushing back the fused mesocolon con- 
taining the middle colie artery. 


jejunal and gastric edges securely and 
closing the orifice completely. The an- 
terior suture line is again reinforced by 
a Lembert running suture of No. 0 
chromic catgut from right to left, attaeh- 
ing the jejunal loop beyond the stoma 
over the closed inverted end of the tran- 
sected stomach, and this is again rein- 
forced by a running suture of cotton. 
The gastrojejunal angles are reinforced 
by suturing the divided gastrocolic 
omentum and gastrohepatic omentum 
with cotton, care being taken that no 
angulation of the jejunum occurs. (Fig. 
14) This completes the gastrojejunal 
anastomosis. 

(Fig. 15) The abdominal pack cover- 
ing the distal gastric stump is removed, 
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the stomach is pulled down, the right 
gastric artery is doubly ligated with a 
suture of cotton close to the duodenum 
and the gastrohepatic omentum is cut. 
(Fig. 16) The gastric stump is then 
pulled upward, and the antral region 
is mobilized by pushing the fused meso- 
colon containing the middle colic artery 


Adhesions_from 


Ulcer to Pancreas 
Panereatico 
\ ‘Duodenal: a 


Fig. 17. The gastric stump is raised and the gastro- 
colic omentum is ligated to the right; the duodenal 
adhesions are divided away from the pancreas. 


back gently with gauze, without hemor- 
rhage or injury to the artery. (Fig. 17) 
The stump is raised, and the gastrocolic 
omentum is ligated and tied down to the 
duodenum with cotton; if adhesions are 
present one can easily divide them as 
far as the attachment of the pancreas 
and the duodenum under direct vision 
without injury to the pancreas. (Fig. 
18) Two light clamps are applied at 
the pyloric end of the stomach, and the 
distal stump is remgved. (Fig. 19) The 
clamp holding the pyloric end of the 
duodenum is removed. The edges of the 
pyloric stoma are grasped with an Allis 
forceps, the stoma is opened, the con- 
tents are aspirated and the area is 
swabbed with Novak’s solution. The 


a 
ve 


J. INTERNAT. 
COLL. SURG, 


pylorus*and duodenum are cut longi- 
tudinally to just beyond the ulcer and 
then transversely, with removal of the 
portion of the duodenum containing the 
ulcer along with the pylorus. (Fig. 20) 
The edges of the duodenal stoma are 
grasped with an Allis forceps, and the 
duodenum is lifted up so that no con- 
tents are spilled. The duodenum is 
closed by a continuous locking suture of 
No. 0 chromic catgut and inverted by 


Fig. 18. The pyloric end of the stomach is clamped, 
and the distal gastric stump is removed. 


Fig. 19. The pyloric stoma is grasped with an Allis 
forceps; the pylorus and duodenum are cut !longi- 
tudinally to just beyond the ulcer and then trans- 
versely, the portion of the duodenum containing the 
uleer being removed along with the pylorus. 
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continuous Lembert suture of No. 0 
chromic catgut and again reinforced by 
a continuous Lembert stitch of cotton. 
(Fig. 21) The duodenal closure is fur- 
ther reinforced by suturing the capsule 
of the pancreas with a continuous stitch 
of cotton over the duodenal closure, and 
this is reinforced by suturing the divided 
ends of the gastrocolic and gastrohepatic 
omentum over it. If the ulcer has pene- 
trated the posterior portion of the duo- 
denum and is closely adherent to the 
head of the pancreas, no effort is made 
to remove the ulcer, for its base consists 
of pancreas and scar tissue, and to 
attempt removal would result in severe 
hemorrhage, which would be difficult to 


sule of the 
Pancreas 


Fig. 21. The duodenal closure is reinforced by sutur- 
ing the capsule of the pancreas over it. 
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control. Therefore, by lifting the rim 
of the duodenum away from the ulcer 
and leaving the base intact, the duodenal 
stoma can be safely closed without undue 
risk. If the ulcer is closely adherent to 
the common duct or to the ampulla of 
Vater, the ulcer and that part of the 
duodenum cannot successfully be re- 
moved without the closure’s causing 
occlusion of the common duct or the 
ampulla of Vater. In this instance the 
ulcer is left intact and the duodenal 
opening is closed as previously de- 


Fig. 22. This completes the gastrie resection. 


scribed. This procedure has been fol- 
lowed in several cases with good results. 
(Fig. 22) This completes the gastric 
resection. All abdominal sponges and 
packs are accounted for, and the abdomi- 
nal cavity is inspected for all bleeding 
points and if necessary ligated with a 
suture of cotton. Then 2.5 Gm. of sul- 
fanilamide and 2.5 Gm. of sulfathiazole 
are sprinkled over the region of the 
gastrojejunal anastomosis and over the 
duodenal closure. The peritoneum and 
the rectus sheath are closed with a 
figure eight interrupted suture of cotton. 
The wound is washed out with ether and 
2.5 Gm. of sulfanilamide is sprinkled 
over the wound, and the edges of skin 
are approximated with a continuous lock 
stitch of cotton. 
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POSTOPERATIVE CARE 


To increase hyperventilation and to 
prevent immediate surgical shock, an 
ampule of solution of nikethamide 
(coramine; 25 per cent solution of pyri- 
dine betacarboxylic acid diethylamide) 
or of pentamethylenetetrazol (metrazol) 
is given before the patient leaves the 
operating room, another ampule is given 
on his arrival in his own room, and 1 
ampule is given every fifteen minutes 
thereafter until three more doses have 
been given. Gastric suction is immedi- 
ately begun, and a transfusion of whole 
blood is given intravenously. To insure 
patency of the Levin tube and to prevent 
occlusion of the lumen by mucus or by 
gastric contents, 10 ce. of isotonic solu- 
tion of sodium chloride is instilled 
through each tube every hour for sev- 
eral days. Opiates are given for the 
relief of pain when necessary, and deep 
breathing exercises as well as frequent 
changes of position are _ prescribed. 
Dextrose solution (10 per cent in 1,000 
ec. of sterile distilled water) is given 
intravenously every twelve hours for 
four or five days. A transfusion of blood 
or of plasma may be given on the second 
or third postoperative day for the pre- 
vention of hypoproteinemia. Ascorbic 
acid, 1 Gm., and vitamin B complex, 
1 ampule, are given once daily for four 
or five days for rapid healing. Vitamin 
K, 1 ampule every twelve hours for 
four or five days, is given for the pre- 
vention of bleeding. Feeding of water 
by mouth is started immediately in 1 
teaspoonful doses, and the amount is 
increased until 3 ounces is given every 
half-hour. The patient is urged to chew 
gum frequently. Jejunal feedings may 
be started on the second or third day. 
Ten cubic centimeters of 10 per cent 
solution of sodium thiosulfate is given 
intravenously, starting on the third post- 
operative day, once daily for four or 
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five doses, for the prevention of throm- 
bosis, phlebitis and pulmonary embo- 
lism. The Levin tubes are removed on 
the fifth postoperative day, and feedings 
by mouth are begun at that time and 
increased in amount until a normal diet 
is taken by the third week. No tobacco, 
alcohol or coffee is allowed for an indefi- 
nite period, and multivitamins are to be 
taken before each meal. The patient 
is allowed to sit up in bed on the second 
day and in a chair by the fifth day; he 
is permitted to be up and about on the 
sixth day and is urged to keep active 
until he is able to return to work, which 
may be from five to six weeks. 

The complications encountered during 
convalescence, with no deaths, were: 
massive pulmonary collapse, 3 cases; 
ruptured duodenal stump, 1; subdia- 
phragmatie abscess, 1; obstruction of 
the proximal jejunal loop, 1; abscess of 
the wound, 5. My associates and I have 
had 1 death from toxic hepatitis in a 
series of 60 resections of the stomach 
for duodenal, gastric and jejunal ulcers 
with the modified procedure (a mortality 
of 1.7 per cent). The results have been 
highly satisfactory, and reexamination 
of the patients every three months has 
not revealed any recurrence of ulcer at 
the gastrojejunal stoma to date. 


SUMMARY AND CONCLUSIONS 


Surgical treatment is used for com- 
plicated, not for simple, peptic ulcer. 

Subtotal gastric resection is the treat- 
ment of choice for the complicated peptic 
ulcer. 

The indications for the surgical pro- 
cedure have been: (1) intractable ulcers ; 
(2) ulcers complicated by massive 
hemorrhage; (3) pyloric obstruction due 
to stenosing ulcers; (4) perforations; 
(5) gastric lesions which demonstrated 
lack of ability to heal; (6) gastric lesions 
which could not be differentiated from 
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carcinoma; (7) gastrojejunal ulcers; 
(8) sphincter ulcers; (9) _gastrocolic 
fistula. 

The preoperative treatment has con- 
sisted of: (1) allowing the patient to 
restore his high gastric acidity ; (2) com- 
pleting all necessary laboratory studies ; 
(3) decompression of the stomach for 
several days to a week, if obstruction 
was present; (4) administration of blood 
transfusion, blood plasma and_ intra- 
venous feedings, if the condition of the 
individual seemed weakened; (5) admin- 
istration of large doses of vitamin K, 
vitamin B complex and ascorbic acid. 

The technic for the gastric resection 
which has been adopted and carried out 
has been the Hofmeister modification of 
the Polya method, using the anterior 
open anastomosis. 

Postoperative treatment as carried 
out has consisted of: (1) blood trans- 
fusions and administration of 10 per 
cent dextrose in sterile distilled water 
intravenously; (2) continuous gastric 
and duodenal drainage with a Levine 
tube, for four to five days; (3) large 
doses of vitamin K, vitamin B complex 
and ascorbic acid; (4) jejunal feedings 
starting on the second postoperative 
day; (5) administration of opiates for 
pain; (6) feedings by mouth starting on 
the fifth postoperative day; (7) having 
the patient up and about on the sixth 
postoperative day. 

Subtotal gastric resection can be done 
with as low a mortality rate as the 
accepted conservative procedures. 
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RESOMEN 


El tratamiento quirtirgico no esta 
indicado en las tileeras pépticas simples 
pero si en las complicadas. 
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La gastrectomia subtotal es el metodo 
operatorio de eleccion. 

Las indicaciones para el tratamiento 
quirtrgico han sido: (1) ulceras intra- 
tables; (2) ulceras complicadas con 
hemorragias masivas; (3) obstruccion 
pilérica debida a tlceras estenosantes ; 
(4) perforaciones; (5) lesiones gas- 
tricas que demuestran incapacidad de 
eurar; (6) lesiones gastricas que no 
pueden ser diferenciadas del carcinoma; 
(7) ulceras gastroyeyunales; (8) ulceras 
esfinterianas; (9) fistula gastrocélica. 

El tratamiento preoperatorio ha con- 
sistido en: (1) permitir que el enfermo 
restaurare su alta acidez gastrica; (2) 
completar todos los estudios de labora- 
torio necesarios; (3) usar, en presencia 
de obstruccién, la descompresién gas- 
trica durante algunos dias 0 una semana; 
(4) hacer transfusiones de sangre 0 
plasma y recurrir a la alimentacion por 
via endovenosa en caso de que el en- 
fermo se muestre debilitado; (5) ad- 
ministrar grandes dosis de vitamina K, 
complejo vitaminico B y acido ascérbico. 

La técnica elegida y llevada acabo 
para ésta reseccion gastrica ha sido la 
modificacién de Hofmeister al método 
de Polya, usando la anastomosis abierta 
anterior. 

El tratamiento postoperatorio in- 
staurado fué el siguiente: (1) transfu- 
siones de sangre y administracion intra- 
venosa de una solucién de dextrosa al 
10 por ciento en agua destilada y 
esterilizada; (2) drenaje gastrico y 
duodenal continuo con tubo de Le- 
vine durante cuatro o cinco dias; (3) 
grandes dosis de vitamina K, complejo 
vitaminico B y Acido ascérbico; (4) 
alimentaciOn yeyunal al segundo dia 
postoperatorio; (5) administracién de 
opiaceos contra el dolor; (6) comenzar 
la alimentacién por la via oral al quinto 
dia postoperatorio; (7) levantar al en- 
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fermo aproximadamente a los seis dias 
de la operacion. | 

La reseccién gastrica subtotal puede 
llevarse a cabo con un indice de mor- 
talidad tan bajo como en los procedi- 
mientos conservadores aceptados. 


RESUME 


Le traitement chirurgical est employé 
dans les cas d’ulcére peptique compliqué, 
et non dans les cas d’ulcére simple. 
L’opération de choix est la résection 
sous-totale gastrique. 

Les indications ‘sont les suivantes: 
(a) les cas que le traitement médical 
ne controle pas; (b) les uleéres com- 
pliquées d’hémorrhagie massive; (c) les 
obstructions pyloriques dues aux ulcéres 
sténosants; (d) les lésions gastriques 
qui ne montrent aucune tendance de 
guerir; (e) les lésions gastriques diffi- 
ciles 4 différencier du carcinome; (f) les 
ulcéres gastro-jéjunaux; (g) les ulcéres 
siegeants aux sphincters; (/) les fistules 
gastro-coliques. 

Le traitement pré-operatoire doit 
étre: (a) permettre au malade de res- 
taurer une haute acidité gastrique; (b) 
achever les études nécessaires de labora- 
toire; (c) décomprimer |’estomac pour 
plusieurs jours ou une semaine si il y a 
des signes d’obstruction; (d) transtfu- 
sion du sang ou du plasma et alimenta- 
tion intraveineuse si le malade parait 
affaibli; (e) doses massives de vitamine 
K, de vitamine B complexe et d’acide 
ascorbique. 

La technique de resection gastrique 
que l’auteur a adoptée est la methode 
de Polya modifiée par Hofmeister, em- 
ployant l’anastomose antérieure. 

Le traitemente post-operatoire em- 
ployé par l’auteur est: (1) transfusion 
et administration intraveineuse d’une 
solution de 10 pour cent de dextrose 
dans l’eau distillée et sterilisée; (2) 
drainage continuel de |’estomac et du 
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duodénum avec le tube Levine pour 
quatre ou cing jours; (3) fortes doses 
de vitamine K, de vitamine B complexe 
et d’acide ascorbique; (4) alimentation 
jéjunale aprés le deuxiéme jour post- 
opératoire; (5) opiacées pour la douleur ; 
(6) alimentation par la bouche aprés le 
cinquiéme jour post-opératoire; (7) per- 
mettre au malade de se lever aprés le 
cinquiéme jour post-opératoire. 

La_ résection sous-totale gastrique 
donne une mortalité pas plus élevée que 
celle des procédures conservatives gén- 
éralement pratiquées, 


Xupypruyeckoe seyeHHe 
A3BbI. 

IIpeanountaetca 
peseKuHA. 

MOKa3saHHA 
Ha XHPyprHuecKoe BMELUATCJIbCTBO: 

(1) He (2) 
A3BbI, MAaCCHBHbIM KPOBOH3- 
; (3) pylorus’a CTeHO3- 
HbIMH 3BaMH; (4) nepdopauua; (5) x*e- 
NMOpaxKeHHA KO- 
TOPbIxX Oblia NMOKa3saHa; (6) 
NOpaxKeHHA, KOTOPbIe HeJIb3H OT 
paka; (7) 
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A3BbI; (8) A3BbI CBHHKTepa; (9) 
CBHLL. 

(1) 
60.JIbHOMY BO3MO%KHOCTb BOCTAHO- 
BUTb BbICOKY!O KHCJOT- 
HOCTb; (2) BCeX HEOOXOAMMbIX 
H3bICKaHHH; (3) Cy- 
ulecTByeT OOCTPyKUHA, TO MpHMeHAeTCA 
1Ka, 
OU4eHb MpHMeHAeTCA 
BATAMHHOB K, B u C. 

Hofmeister 
Polya, 
uleiicA Mepe OTKPbITLIM aHaCTOMO3OM. 

pexum: (1) mepe- 
JMBaHHe KpOBH H BHYTPHBeHO3HOe BJIMBa- 
Hue 10% AIKTPO3bI B CTEPHAbHOH 
JMpOBaHHOH Bose; (2) B 
TCYeHHH YeThIPeX WIM NATH 
HbIM ApeHax MOMOLIH 
MHHOB K, B kommuekc C; (4) TOHKOKH- 
weuHoOe MMTAHHe CO BTOpOrO Nocweonepa- 
WHOHHOrO AHA; (5) MpenapaThl WIA 
(6) muTaHHe Yepe3 poT c NATOrO 
HA; (7) paspeuie- 
HHe NOAHATbCH C KPOBaTH Ha _ 

MOXKeT ObITh C TEM 
CM€PTHOCTH, Kak OOuLenpH- 
HATbIX KOHCePBaTHBHbIX cmocobax. 
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Torsion of the Gallbladder Associated With 
Acute Appendicitis 


C. W. HUSBAND, M.D., F.I.C.S., and N. L. SCHMITT, M.D. 
DETROIT, MICH. 


ASES of torsion of the gallblad- 
C der are extremely rare. We are 
reporting this case for several 
reasons: first, only about 80 cases have 
been reported, and the majority of these 
were recorded in foreign journals; 
second, we have been unable to find any 
mention of the condition in textbooks ; 
third, our patient was the oldest one 
reported who was operated on and 
lived; fourth, our patient had also 
an acutely inflamed appendix, which 
was removed at the same time as the 
gallbladder. 

A review of the literature revealed 
that torsion of the gallbladder was first 
reported by Wendel? in 1898. Further 
search revealed that the condition has a 
rather definite clinical pattern and that 
diagnosis should be considered a possi- 
bility in certain instances. 

By far the largest portion of the 
patients reported on have been women, 
and the great majority of them were 
women over the age of 50. In fact, a 
good number of them were women over 
70. So when a woman over 70 who has 
previously been well suddenly is taken 
ill with acute pain located in the upper 
part of the abdomen, possibly followed 
by some degree of shock, associated 
with nausea and vomiting but not 
with jaundice, when the previous his- 
tory is not pertinent and when examina- 
tion reveals tenderness of the right side, 
more severe in the upper right abdomi- 
nal quadrant, with suspicion of, or a 
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definite, tender mass in the upper right 
abdominal quadrant, the possibility of, 
torsion of the gallbladder should be 
thought of. 

No review of the anatomic variations 
resulting in a predisposition to torsion 
will be given. The reader is referred to 
‘‘Ptosis and Torsion of the Gallblad- 
der’’ by Meeker and Lisenby.*! These 
authors present a complete and compre- 
hensive survey of the subject with excel- 
lent illustrations. In their opinion the 
actuating cause is a hyperperistalsis of 
the colon, but there is no experimental 
or clinical proof to substantiate this 
belief. 

The literature reveals that there 
have been only 2 cases of torsion asso- 
ciated with rupture of the gallbladder, 
although the duration of illness in some 
cases has extended up to six and eight 
days. 

The youngest patient with this condi- 
tion reported was that of Blank,’ 
a 17 year old youth, who was also 
one of the patients reported to have 
perforation. 

The oldest patient previously re- 
ported was that of Murray.** He was 
an 83 year old man who survived the 
operation but died six weeks later of 
retention of urine and edema of the 
lungs. 

Our patient was also 83 years of age, 
a woman who is alive and well at the 
time of writing, two months after the 
operation. 
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REPORT OF CASE 


Mrs. J. B., an 83 year old white woman, 
was in good health until she was taken ill 
suddenly, immediately after noon lunch, with 
abdominal pain associated with vomiting. 
At first the pain was severe and more or 
less generalized, though more intense on the 
right side. The lunch was emesed. The 
vomitus consisted mostly of rather clear fluid, 
which seemed to contain bile. The pain 
remained constant, but was of lesser severity. 
It persisted until the time of operation. 
(The patient was first seen by one of us 
[C.W.H.] the day following the onset of the 
attack. ) 

Examination revealed a well developed, 
undernourished-looking elderly woman, lying 
in bed and not appearing acutely ill. The 
examination of the head, eyes, ears, nose, 
throat, heart and lungs revealed no abnor- 
malities except a medium-sized nodular goiter. 
This was producing moderate pressure 
symptoms. 

Abdominal examination revealed general- 
ized tenderness across the upper portion and 
the entire right side. The tenderness was 
greater in the right lower quadrant, but the 
right upper quadrant was more rigid. There 
was dullness in the right upper quadrant; 
the remainder of the abdomen was normally 


tympanitic. The liver, kidneys and spleen 
were not palpable. Active peristalsis was 
present. 


Vaginal and rectal examinations revealed 
nothing significant. 

The patient’s temperature was 99.4 F., her 
pulse rate 80, her respiratory rate 28, and 
her blood pressure 140/70. 

The patient had been in fairly good health 
previously except for some pressure symp- 
toms due to her adenomatous thyroid. She 
had been subject all her life to occasional 
mild attacks of indigestion, characterized by 
gaseous distention and belching. These 

‘attacks had no relation to food. She had 
never had an attack similar to the present 
one. She had not had any tarry or clay- 
eolored stools, diarrhea or constipation. She 
had had an attack of painless jaundice of 
unknown cause fifty years before the present 
attack, but had never had gallbladder colic 
or appendicitis. 
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AND APPENDICITIS 


She had four children living and well. 


Her husband had died thirty-three years 
before (cause unknown). She had had her 
menstrual onset at the age of 14 years; the 
periods were regular, occurring at intervals 
of twenty-eight days and lasting five days. 


Drawing showing the gallbladder in relation to other 
organs. 


The menopause occurred when she was 53. 
There had been no subsequent bleeding. 

At operation (performed with the patient 
under spinal anesthesia induced with 120 mg. 
of procaine hydrochloride), via a transrectus 
incision, the appendix was found to be acutely 
inflamed. It was removed by the clamp and 
purse string method. Further exploration 
revealed a gangrenous organ in the upper 
part of the abdomen. On first glance this 
appeared to be a gangrenous loop of small 
bowel, but closer inspection revealed it to be 
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a gangrenous gallbladder which was twisted 
from left to right two and one-half times on 
its pedicle. 

The gangrenous area extended all the 
way down to the common duct. 

A routine cholecystectomy was done, and 
a small portion of the gangrenous cystic duct 
was left, into which a soft rubber tube was 
sutured to drain the common duct. 

Recovery was uneventful except that there 
was fairly severe abdominal distention. The 
pathologic report rendered by Dr. Lawrence 
Berman was ‘‘recurrent acute appendicitis 
and gangrenous gallbladder.”’ 


The report of this case adds to a 
growing list of recorded cases of tor- 
sion of the gallbladder and should aid 
in the establishment of a preoperative 
diagnosis. 


SUMMARY 


A case of torsion of the gallbladder 
is reported. The condition is a rarity, 
and the case in question is unusual be- 
cause the patient had an associated 
acute appendicitis. Further, the patient 
is the oldest one reported on with this 
condition who survived the operation 
more than six weeks. The available 
literature has been reviewed, and a com- 
prehensive bibliography is appended. 
Special mention is given to a study of 
the condition by Meeker and Lisenby.** 
If an elderly woman, previously well, 
suddenly becomes ill with acute abdomi- 
nal pain, nausea and vomiting, possibly 
with consequent shock, and if examina- 
tion shows tenderness of the right side 
and evidence of a tender mass in the 
right upper quadrant of the abdomen, 
the diagnosis of torsion of the gallblad- 
der should be considered. 
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RESUMEN 

Se hace relacién de un caso de torcién 
de la vesicula biliar, condicién rarisima, 
y este caso es de especial interés, 
por que existia una apendicitis aguda 
asociada. 

Ademas, este paciente es el de edad 
mas avanzada de que se hace relacién y 
que ha sobrevivido la operacién: mas de 
seis semanas, 

La literatura obtenible sobre este 
tema ha sido revisada y una bibliografia 
comprensible aqui se anexa. Mencidn 
especial se hace a los estudios de esta 
condicién por Meeker y Lisenby. Si una 
mujer de edad con buenos antecedentes 
de salud se enferma violentamente con 
dolores abdominales agudos, nausea y 
vomitos y atin signos de choque y si el 
examen fisico demuestra sensibilidad en 
el lado derecho del abdomen y en el 
cuadrante superior derecho y_ tume- 
faccién localizada, el diagnéstica de 
torcién de la vesicula biliar merece 
tomarse en consideracién. 


RESUME 
Un eas de torsion de la vésicule biliaire 
est rapporté. Cette condition est une 
rareté. Dans le notre cas, il y avait aussi 


GALLBLADDER TORSION 


AND APPENDICITIS 


une appendicite aigue. Notre malade 
survit plus de six semaines. La littéra- 
ture du sujet est analysée, et une bibli- 
ographie compréhensive accompagne 
l’article. Mention spéciale est faite de 
1’étude de cette condition faite par 
Meeker et Lisenby. Si une femme agée 
en bonne santé soudainement devient 
malade, ressentant une douleur aigue 
abdominale, accompagnée de nausée, de 
vomissement, parfois accompagnée de 
choc, et présentant une masse dou- 
loureuse dans le quadrant droit su- 
périeur de l’abdomen, le diagnostic de 
torsion de la vésicule biliaire doit étre 
considéré, 


CBOJI 


CKpy4HBaHHA 
ro ITO calyyaeTcA peAKO, 
HbIM 
NOTOMY 4TO OH OCTPbIM 
TakxKe, ITOT ABJA- 
eTCH CaMbIM CTapbIM B JIMTepatype, KTO 
rpadua. Oco6eHHO H3y4eHHe 
3TOH Gowe3HH Meeker’om Lisenby”. Ecau 
3a007eBaeT HM pa3BHBaeT 
TOWHOTY PpBOTHI, H 
axKe, BO3MOXHO, WOK, CCIM 
HHe MOKa3bIBaeT OOe3HCHHOCTb C 
CTOPOHbI MaCccy B MpaBOM 
BepXHe€M KBapaHTe %KHBOTA, TO HYyKHO 
ONYCTHTb BO3MOXHOCTb CKPy4HBaHHA 
My3sbipsA. 


THIS IS YOUR COUNTRY TO HAVE AND TO HOLD 
KEEP HER FOREVER SAFE AND STRONG 
BUY MORE AND MORE WAR BONDS AND STAMPS 
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Role of the Second Toe in Bunionectomies 


A. GOTTLIEB, M.D. 
LOS ANGELES, CALIF. 


ATERAL deviation of the first toe 
L; is a predominant feature in every 
hallux valgus. Beyond 15 degrees, 
any deviation may be considered anom- 
alous. This outward flexion of the big 
toe may even reach 90 degrees by the 
digit’s overlapping or underlying its 
neighboring second toe. 

Whatever operative procedure is 
adopted for the correction of the dis- 
placed hallux in the course of a bunion- 
ectomy, there is always need for resto- 
ration of the toe to a relatively normal 
alignment with the rest of the digits, 
especially with the second toe. This 
restored alignment of the hallux will 
soon be disturbed if the second toe is 
so malformed that it invites the first to 
a recurrence of the deviation. The mal- 
formation of the second toe may be in 
the fashion of a hammer in the distal 
or the proximal phalangeal joint or in 
both. It may be a hyperextension of the 
toe in its metatarsophalangeal joint. Or 
the toe may be hammered and dorsally 
contracted as well. Whatever malposi- 
tion of the second toe prevails, it always 
leaves a space for the first toe to fill 
by lateral bending in its metatarso- 
phalangeal or its phalangeal joints. 
This interdigital space must be obliter- 
ated in order to prevent a recurrence of 
valgus of the first toe. 

The filling of this empty space re- 
quires operative correction of the mal- 
formed second toe. If the latter is flexed 
in one or in both phalangeal joints, a 
wedge-shaped resection of the one or 
both articulations and a single or double 
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arthrodesis are indicated and should be 
performed. If the second toe is hyper- 
extended or is dorsally dislocated so 
that its proximal phalanx rests upon the 
head of the second metatarsal bone, a 
respective operation must be performed 
on the extensor tendon, on the dorsal 
capsule of the joint or on the head of 
the proximal phalanx or head of the 
metatarsal bone. The object should 
always be to align the second toe so 
that it will serve as a splinting agent 
for the corrected hallux valgus. 

The operations on the second toe are 
chosen according to the indications in- 
herent in the existing malformation. 
The extension or hyperextension must 
be overcome through section or elonga- 
tion of the extensor tendon. With a mild 
contracture of the tendon, a mere sec- 
tion of it may suffice to align the toe. 
With more severe contractures, a ten- 
don elongation is advisable. After the 
tenosection, one must be able to flex the 
toe plantarly about 10 degrees. Now a 
plantar splint of narrow spring steel 
should be applied and the straightened 
toe held in mild flexion about four to 
six weeks. During this time the severed 
tendon will be reunited and sufficiently 
elongated. Passive flexion of all toes, 
including the one operated on, should 
be continued, in order to obviate a re- 
currence of tendon contractures. 

Should the toe resist plantar flexion 
after severance of the tendon, a dorsal 
capsulotomy of the metatarsophalangeal 
joint must be done and toe flexion 
attempted. Should both of these sec- 
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tions, tendon and capsule, fail to align 
the toe, a bone operation is necessary. 
It may be in the form of a resection of 
the proximal head of the phalanx or of 
the head of the second metatarsal. It 
is preferable to remove the phalangeal 
head, leaving the weight-bearing meta- 
tarsal head intact. However, this may 
be a matter of the surgeon’s judgment 
in each individual case. 

If bone resection has been considered 
at the outset of the operation, the tendon 
may be left unimpaired; its elongation 
is not called for, since there is a shorter 
distance to bridge after a bone opera- 
tion has been performed. 

Whatever operation has been done for 
the alignment of the second toe, the digit 
must be splinted in a slightly flexed 
position. The splint should be kept in 
position until tendon and capsule have 
reunited. If the splinting is omitted, 
as it frequently is, the fibrous tissue of 
the reunion eventually contracts, and a 
recurrence of the original deformity, in 
a graver form, ensues. Even if one 
chooses to insert a Kirschner wire after 
a resection of the phalangeal joint, the 
splint is still essential, because its pur- 
pose is to hold the toe corrected while 
the severed and elongated. soft tissues 
are reuniting. 

The details of the operations for 
hallux valgus and for the deformities 
of the second toe are here omitted, since 
the surgical procedures vary according 
to indications. 


CONCLUSION 


It is essential to correct the second 
toe if it is so deformed that it offers 
an interdigital space for the first toe 
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to fill after the hallux valgus has been 
surgically overcome. It should be so 
aligned with the first toe that it serves 
it as a splint after the operation. 


SUMARIO 


Ks necesario corregir el segundo dedo 
del pie si esta tan deformado que ofrece 
un espacio interdigital al primer dedo 
para llenar despues de la correecién 
quirtirgical del hallux valgus. 

El segundo dedo debe estar alineado 
con el primero para servir de tablilla 
después de la operacion. 

Las operaciones del segundo dedo son 
de seleccién segtin, o de acuerdo con, las 
indicaciénes inherentes a la malforma- 
cién que existe. 


RESUME 


Aprés correction chirurgicale de 
Vhallux valgus, il est essentiel de re- 
mettre en place le second orteil s’il est 
déplacé ou deformé ou s’il crée un espace 
interdigitale permettant le déplacement 
du premier orteil. Le second orteil sera 
aligné avec le premier orteil de fagon 
i former une éclisse aprés l’opération. 
On choisira l’opération indiquée par la 
malformation existante. 


CBOJI 


OueHb BaXKHO BTOPOH Masel 
BAeHHA hallux valgus YTO BTOPOHK 
3aHHMaeT ero MecTo. Bropok 
ObITb ypaBHeH C MaJb- 
WeM Tak, YTOObI OH 
B WMHbI. Xupypruyeckoe BMe- 
CA Ha OCHOBaHHH 
WMXCA B 
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Medical and Surgical Services (Military and Civil) 
in the Dominican Republic* 


COL. MANUEL A. ROBIOU, M.D., F.1.C.S. (HON.) 
TRUJILLO CITY, DOMINICAN REPUBLIC 


N THE Dominican Republic, thanks 
to the sedulous endeavors of His Ex- 
cellency the President of the Repub- 

lic, Generalissimo Dr. Rafael Leonidas 
Trujillo Molina, a transformation has 
been wrought in the field of public health 
and in the system of hospitals, both in 
affairs military and in affairs civil. 


MILITARY SERVICES 


The Medical Corps of the National 
Army has set up proper standards both 
for times of peace and for times of war 
to ensure the maintenance of the health 
and well-being of our troops. In our 
army we arrange to have a systematic 
examination made along general clini- 
cal lines of each and every one of our 
soldiers, including such procedures as a 
thoracic check-up and investigation of 
the blood groups for transfusion pur- 
poses, each soldier having in his iden- 
tification book the record pertaining to 
the blood group to which he belongs. In 
addition to this, we practice vaccination 
against smallpox and against typhoid 
and serologic reaction for syphilis. 

In keeping with the system of organi- 
zation established for our armed forces, 
we have hospitals and dispensaries dis- 
tributed throughout the country, prop- 
erly fitted out. As a base hospital we 
have the Professor Marion Military Hos- 


* Presented at the Fourth International Assembly 
of the International College of Surgeons, New York, 
June, 1943. 
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pital, a personal endowment by His Ex- 
cellency the President of the Republic, 
equipped in the most up-to-date manner 
with modern hospital appurtenances, It 
has a 200-bed capacity with the following 
services: Surgery, Orthopedics, Urology, 
Internal Medicine, X-Ray, Ophthalmol- 
ogy, Otorhinolaryngology, Odontology, 
Clinical and Biological Laboratory, 
Transfusion Department, Cardiology, 
etc., each one of these services being in 
the care of a specialized medical officer. 

I must report furthermore that within 
the past two and a half years the follow- 
ing surgical work has been done: 


Operations of skull 359 
Operations of thorax .............. 12 
Operations of abdomen ............ 634 
Genito-urinary operations ......... 250 
Operations of the extremities ...... 39 
Proctologie operations ............ 22 


We have a system of transportation 
that enables us to offer our soldiers a 
rapid transfer to the best prepared med- 
ico-surgical centers in urgent cases. 

As a hospital subsidiary we have the 
Military Hospital of the Northern De- 
partment, located in the city of Santiago 
de los Caballeros, with the same features 
as mentioned in the foregoing, although 
the bed capacity is smaller. 

We also have other smaller-sized hos- 
pitals and dispensaries in the different 
provinces and sections, all looked after 
by medical officers, the endowment in 
each case being commensurate with the 
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number of soldiers and the civil popula- 
tion. 

We maintain a strict supervision of 
venereal diseases, and of syphilis in par- 
ticular, by means of periodic inspections 
and prophylactic and curative measures. 
We thus attach to these diseases the im- 
portance they really have in the efficiency 
of the troops. 

The Medical Corps of the Army ren- 
ders wholehearted codperation to the 
civil health authorities, in the mainte- 
nance of proper standards -in regions 


MEDICAL SERVICES IN DOMINICAN REPUBLIC 


smitten by tropical endemias. Further- 


more the army in the far-off or out-of- 
the-way regions is in charge of the 
campaign carried on among the civil 
population for anti-typhoid and anti- 
diphtheria vaccination, ete. 


CIVIL SERVICES 


The care of the health of the civil popu- 
lation is in the keeping of the State De- 
partment of Health and Beneficence. 

This department has divided the re- 
public into sixteen sanitary districts; at 
the head of each there is a doctor upon 
whom devolves the task of enforcement 
of the law and of the provisions of the 
Sanitary Code, and upon whom further- 
more it is incumbent to take the neces- 
sary measures in case of any epidemics 
or other serious emergencies. 

This department arranges a campaign 
every year for vaccination and for the 
control as far as possible of endemic 
outbreaks peculiar to the tropical zone. 

As to hospitalization, the department 
has seventeen hospitals, many of them 
specialized, such as the Ramfis Children’s 
Hospital, with 125 beds; the Dr. Martos 
Sanatorium, with 200 beds; Nuestra Se- 
nora de las Mercedes (Our Lady of 
Mercy) Leper Hospital, with 120 beds, 
and then the Padre Billini Hospital, a 
general hospital of vital importance, with 
a capacity of 225 beds, located in Ciudad 
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Trujillo, performing the office of Cen- 
tral Hospital. In San Pedro de Macoris 
the San Antonio Hospital, with the same 
capacity as the previous one, renders 
medico-surgical service to the eastern 
region of the country. For the southern 
region we have the Juan Pablo Pina Hos- 
pital, at the present time with a 100-bed 
capacity. In the northern region we have 
the San Rafael Hospital, with an 80-bed 
capacity. 

The Dominican Red Cross has a splen- 
did organization. It maintains a school 
for nurses and in connection with pres- 
ent war activities it has prepared first- 
aid courses. 

The foregoing is a summarized state- 
ment of what we have available and it is 
a source of gratification for me to re- 
port that the state of health of my coun- 
try is excellent and to add at this juncture 
that the Dominican Republic is not stint- 
ing in the contribution that it is making 
to the cause of the Democracies. 


SUMMARY 


A summary of military and surgical 
services of the Dominican Republic is 
presented. One base hospital, the Pro- 
fessor Marion Military Hospital, is 
equipped with complete surgical and al- 
lied laboratory services under specialized 
medical officers. The Military Hospital 
of the Northern Department, of fewer 
beds, and several smaller hospitals and 
dispensaries make readily available to 
the armed forces of the Republic the best 
of medical care. An excellent system 
of transportation to surgical centers, 
strict supervision of venereal diseases 
and close coéperation with civil services 
render the military and medical service 
effective. A State Department of Health 
and Beneficence, subdivided into sixteen 
sanitary districts with seventeen hospi- 
tals, many specialized, plus the efficient 
Dominican Red Cross, correlate to pro- 
duce an excellent civil medical program. 
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SUMARIO 


Un resumen o sumario de los servicios 
militares y quirurgicos de la Republica 
Dominicana es presentado. Un hospital 
basal, ‘‘El Profesor Marion Hospital 
Militar,’’ esta equipado completamente 
para el servicio de cirugia y de laborato- 
rios accesorios bajo la direccién de espe- 
cialistas médico-militares. 

El Hospital Militar del Departamento 
del Norte, con menos camas, y varios 
otros més pequenos hospitales y dispen- 
sarios suplen ampliamente todas las 
necesidades del major servicio médico a 
las fuerzas armadas de la reptblica. 

Eixiste un excelente servicio de trans- 
porte a los centros de cirugia y muy es- 
tricta supervigilancia contra las enfer- 
medades venereas, e intima cooperacién 
con los servicios médico-civiles asegura 
un resultado eficaz y eficiente. 

El Departamento de Salud y de Bene- 
ficiencia de Estado, subdividido en 
dieciseis distritos de sanidad, con 
diecisiete hospitales, varios de ellos es- 
peciales, mas atin la eficiente Cruz Roja 
Dominicana, contribuyen a un excelente 
programa médico-civil. 


RESUME 


L’auteur nous décrit les services 
médico-chirurgicaux de la République 
Dominicaine. Le principal hopital, le 
Professor Marion Military Hospital, a 
un service de laboratoires militaires et 
chirurgicaux complet. Ce service est sous 
la direction de spécialistes. L’hdpital 
militaire du département du nord a 
moins de lits. D’autres hépitaux et dis- 
pensaires complétent et assurent aux 
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forces armées de la Republique un 
traitement adéquat et scientifique. Il 
existe en outre un excellent systéme de 
transportation desservant les centres 
chirurgicaux. Il y a une stricte super- 
vision des maladies vénériennes. On 
note une coopération trés serrée des 
services médicaux civiles et militaires. 
Cette coopération permet d’obtenir des 
résultats heureux. Le Département de 
la Santé et de la Bienfaisance de 1’Etat 
est divisé en seize districts sanitaires 
renfermant dix-sept hépitaux dont plu- 
sieurs sont spécialisés. Une excellente 
Croix Rouge Dominicaine contribue a 
l’efficacité du corps médical. 
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KpaTKHi O630p BOeHHO-XH- 
pypruyeckux 
Pecny6uku. Onna Ja3apeTHan 6a3a, Boen- 
Tocnutaib IIpodeccopa Ma- 
pHoua, OOopyAOBaHa xHpyprHuye- 
CKHM H COOTBETCTBCHHbIM JaOOpaTOPHbIM 
COCTaBOM, HaxOJAULMMCA NO pyKOBOL- 
CTBOM BOCHHbIX 
cToB. Hemuoro Tocnu- 
CesBepHoro JlenaptamMeHta, a TakxKe 
CHa6*KalOT CHJIbI pec- 
CHCTeMa TpaHcnop- 
TalHH K XHPyprHuecKHM LeHTpaM, CTporoe 
Ha, OoVe3HA- 
MH H TeCHOe COTPyHHYeCTBO 
WeHTPOB O4eHb COACHCTBYIOT 
ycnewHOCTH 
PbIX MHOrHe O4CHb 
xopowaaA 
Kpacnoro Kpecta ocyille- 
CTBICHHIO 
3,paBOOXpaHHTeJbHOH MporpaMMbl. 
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IN MEMORIAM 


HENRY HOUSTON OGILVIE, F.A.CS., F.1.C.S. 


Henry H. Ogilvie was born in 1885 in 
Melissa, Texas. He attended Baylor Uni- 
versity and received his medical training at 
the University of Texas, in 1910. His in- 
ternship was served at Santa Rosa Hospital, 
San Antonio, Texas. 

In World War I Dr. Ogilvie served as a 
captain in the Medical Corps at Base Hos- 
pital 79, AEF. During the present war he 
was cited by the Office of Civilian Defense 
in Washington for his service while chairman 
of the local emergency hospital corps in San 
Antonio, Texas. 

He was a co-founder of the Medical and 
Surgical Memorial Hospital, San Antonio, 
Texas, and later served on the staffs of 
several hospitals in San Antonio. 

Dr. Ogilvie’s society affiliations include 
membership in the Bexar County Medical 
Society, the Texas State Medical Association, 
the American Medical Association, the Inter- 
national Postgraduate Medical Assembly of 
Southwest Texas, the American College of 
Surgeons and the International College of 
Surgeons. In 1932 he was the winner of the 
Case Records Award of the American Col- 
lege of Surgeons. He became a Fellow of 
the International College of Surgeons in 1941. Henry H. Ogilvie (1885-1944) 

In 1943 he was made Regent of District 16, 
and at the Ninth Annual Assembly of the United States Chapter, in October 1944, he 
was elected Third Vice-President of the Chapter, in which capacity he served the College 
loyally. 

Dr. Ogilvie was known as a surgeon of high ideals and of great technical skill and 
thoroughness. It was with sorrow that we learned of his death, on June 15, 1944, at 
the age of 60, in New Orleans. 


MARTIN I. GREEN, M.D., F.A.CS., F.1.C.S. 


Dr. Martin I. Green, of San Francisco, Calif., died on June 30, 1945, after an illness 
of a few months. 

Dr. Green was born in 1899 in Cleveland, Ohio. He received the degree of Doctor 
of Medicine in 1921 from the College of Physicians and Surgeons, San Francisco. After 
postgraduate work in ophthalmology in European Universities, he received training in 
cataract surgery in India. In 1928 he became associated with his uncles, Dr. Louis D. 


(Continued on page 367) 
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Editorials 


Cancer of the Uterus 


Irs PREVENTION AND TREATMENT 


ANY problems have been made 
to seem complicated by a wrong 
analysis. 

If all the gynecologic conditions 
should be placed together, their gravity 
and tragedy would not equal those of 
malignant tumors, and the malignant 
tumors of the uterus take first rank in 
their challenge to the medical profession 
for better thinking and action. 

Today’s treatment of cancer of the 

‘uterus reminds one of the Reverend Con- 
well’s ‘Acres of Diamonds’’ in the back 
yard. Surgeons chase the stars for the 
ultimate remedy, when there is an almost 
infallible means of prevention in 95 per 
cent of cases. 

‘There is no location of malignant 
growth, in male or female, where cause 
and effect are so apparent as in the 
cervix uteri, abuse of which is frequently 
followed by cancer. The truth of this 
is not denied by any experienced gyne- 
cologist who is free to express an opin- 
ion. Further, there is no other location 
where a predisposing cause of malignant 
growth can be prevented so uniformly. 

If the foregoing statements are cor- 
rect, why has the medical profession 
been so derelict in prophylactic teaching 
in regard to cancer of the uterus. Com- 
pare the volumes of literature on the 
treatment of this condition which fill 
medical journals with the amount on its 
prevention. 

Is it possible that teaching positions 
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of members of our profession have a 
tendency to cramp or intimidate their 
endorsement of well known facts of life- 
saving importance? Must teachers stay 
in the column of accepted thoughts when 
better advice is within their reach? If 
we are to deal in fashion of thought or 
action, let us practice it on some lesion 
which Christian Science will cure. 

It is impossible for me to reconcile 
my views stablized by forty-five years 
in gynecology with today’s teaching con- 
cerning cancer of the uterus. I have 
made the statement in literature else- 
where that the greatest therapeutic 
anachronism I know is that seen in the 
endorsed views of the medical profes- 
sion on dealing with the cancerous 
uterus. 

Why do I make such a statement? It 
is my experience that in 95 per cent of 
the cases cancer of the cervix uteri has 
followed injury or some pathologic 
abuse of the cervix. This percentage is 
too high to be dismissed as a coincidence 
and should stamp out some of the 
lethargy of indifference in views con- 
cerning the abused cervix and its rela- 
tion to malignant growth. 

In regard to the percentages of malig- 
nant tumors of the uterus in different 
sites, no two physicians are likely to 
have the same experience; hence it is 
best to report as nearly as possible one’s 
own experience. 

I have found the cervix to be first in 
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frequency of involvement, the fundus 
second and the region of the internal os 
third. In regard to fatal location, I 
place the region of the internal os first, 
the cervix next and the fundus last. 
Determinations of fatality depend on 
several factors. On account of its acces- 
sible location, cancer of the cervix is 
more early diagnosed than a malignant 
growth near the internal os. Further, 
a malignant growth near the internal os 
is in a location rich in absorbents, lym- 
phatics and blood vessels, and meta- 
stasis takes place earlier than with 
cervical or fundal cancer. Malignant 
growths of the fundus appear ten years 
later (an element of favor), and the 
fundus of the uterus is less rich in lym- 
phatic absorbents. 

Cancer of the cervix can in practically 
all cases be prevented by surgical or 
other treatment. Dr. B. Z. Cashman, of 
Pittsburgh, Pa., has reported that of 
10,000 patients who had been treated 
for a cervical lesion by cautery, cancer 
developed later in only 2. 

In sixty-five years’ experience in the 
Joseph Price Hospital, Philadelphia, 
Pa., neither the late Joseph Price nor I 
have observed the development of a 
malignant neoplasm following any of 
our repairs of the cervix. What more 
forceful message could there be in re- 
gard to the prevention of this large per- 
centage of malignant lesions of the 
cervix. 

The remedy of repair of the offending 
cervix has practically no mortality and 
is not only prophylactic against uterine 
cancer but a therapeutic remedy of broad 
application. 

If it is possible to prevent cancer of 
the cervix, which constitutes the ma- 
jority (in my experience 95 per cent) of 
uterine cancer, one need be concerned 
only with the small number of cases in 
which the malignant growth involves 


EDITORIALS 


JULY-AUG. 
1945 


the fundus or the supercervical portion 
of the uterus. 

I am at a loss to know just why repair 
of the cervix today is a lost art. It is 
an operation of great importance and 
far reaching in its blessings to the pa- 
tient with a precancerous lesion. I 
would suggest to surgeons that they dis- 
card all kinds of absorbable suture ma- 
terial in the repair of the servix. 

I have discussed and illustrated all 
these points in a monograph. — 

Uterine cancer, furthermore, can be 
most uniformly recognized at the stage 
of involvement when extirpation of the 
organ will give more brilliant results 
than are experienced in any other 
location. 

There is no other location in the 
human body where cancer so often in- 
volves a useless organ. Again, there is 
no major operation in all surgery which 
is followed by such a splendid post- 
operative history as total extirpation of 
the uterus, nor is there one which has 
so low a death rate. These factors have 
priceless values to the surgical profes- 
sion. Why have the members of that 
profession so uniformly rejected them? 

It is impossible to discuss the treat- 
ment of uterine cancer without review- 
ing the relative values as they affect 
prevention, diagnosis, pathology and 
treatment. In fighting a Kansas prairie 
fire, one first determines which way the 
wind blows. In about 95 per cent of 
cases of uterine cancer the wind blows 
from the cervix, and there must begin 
the back fire of prevention. 

For a surgeon to say that he would 
not do a curettage biopsy of the uterus 
if he were at all suspicious of the pres- 
ence of malignant growth in the fundus 
would be to condemn himself as un- 
scientific and certainly unfashionable. 

I have discussed at length in other 
publications the percentage of failures 
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of biopsy for either cervical or fundal 
cancer and the possible dangers of 
biopsy. I have called attention to the 
fact that if the proportion of such 
failures in diagnosis is greater than 1 
per cent or a fraction thereof, one is 
not justified in making such investiga- 
tions, as the sterile uterus can be re- 
moved in a vaginal hysterectomy with 
a mortality of 1 per cent or less and is 
followed by a brilliant postoperative 
history. I never treat uterine cancer 
(confined to the organ) but always re- 
move the organ. 

I feel that surgeons have not given 
sufficient attention to the frailties and 
uncertainties of means of diagnosis as 
compared with the value of the organ 
involved and the price (mortality and 
morbidity) of its removal. One would 
be infinitely more generous as to the pos- 
sible errors of any means of diagnosis 
in dealing with a valuable organ or one 
with a high mortality involved in its 
removal than one would be in the case 
of a useless organ, such as the sterile 
uterus, removal of which is followed by 
almost no mortality. 

_ The members of the surgical profes- 
sion have ignored these precepts, the 
verity of which cannot be refuted, and 
this has taken from them the strongest 
post on which successful treatment of 
uterine cancer leans. Such cancer in 
many cases is merciful in its patience 
with tardy recognition and treatment; 
it has been my experience that extension 
and metastasis come only after pro- 
longed neglect in a good percentage of 
cases. 

In this paper I am not discussing 
extrauterine malignant growths. If 
surgeons exercised their surgical privi- 
leges, extrauterine cancer would be 
robbed of 90-odd per cent of its terrors, 
as extension of the malignant growth 
to abdominal lymph nodes is in an over- 
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whelming percentage of cases due to 
poor surgical teaching and action; the 
patient does consult the physician. 

It has been my experience in a life’s 
work that if general prophylactic and 
preventive measures are exercised, plus 
early exercise of the surgéon’s thera- 
peutic privileges, and if the errors in 
diagnosis are not many times in excess 
of the value of the sterile uterus, one 
should have living at the end of ten 
years 96 to 97 per cent of patients in- 
stead of 15 or 20 per cent. 

During the past generation, the almost 
total abandonment of surgical treatment 
of the cancerous uterus is the most fla- 
grant example of a therapeutic anach- 
ronism of which I have any knowledge; 
the teaching has been a distressing and 
reprehensible example of following false 
gods. The ultrascientifice means of in- 
vestigating the pathologic uterus have 
placed unworthy values on this indwell- 
ing organ where malignant tumor cells 
are too often lurking. 

It should be remembered, without 
questioning the value of the excellent 
laboratories manned by some of the best 
men in the medical profession, that 
superlative’ degrees of dependence 
should not be placed on ultrarefinements 
in histopathologic technic, and that this 
is especially so when one is dealing with 
a sterile organ which can be removed 
with such matchless results. 


In my attempts to call attention to the 
uncertainty of biopsy, I have been ac- 
cused of being a laboratory nihilist. 
This is untrue in every sense. I have 
not condemned biopsy per se in the 
recognition of malignant growths of the 
uterus, but I have weighed the value of 
the sterile organ against possible errors 
in any means of diagnosis and have dis- 
cussed the same under the head of 
‘relative values.”’ 

As I have before stated, biopsy would 
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have to give correct results in 99 per 
cent of cases to compete with the pro- 
phylactic effect of complete extirpation 
of the organ. The surgeon had better 
remove 50 sterile uteri than to permit 1 
cancerous organ to go unrecognized. 

In the removal of several thousand 
uteri, my associates and I have asked 
each patient a number of times, as she 
returns for follow up examinations, 
whether she ever regretted the removal 
of the uterus; with pleasing emphasis, 
the answer has been ‘‘no”’ in every case. 

My summation of the problem of can- 
cer of the uterus is as follows: 

, A great majority (in my experience 

95 per cent) of the malignant growths of 
the uterus involve the cervix, and prac- 
tically all such tumors can be prevented 
by proper treatment. Therefore, such 
prophylactic work robs the lesion of 
most of its fangs. 

In practically all cases of cancer of 
the uterus the organ is sterile, and an 
overwhelming percentage of the patients 
have borne children and lend themselves 
to easy and timely vaginal hysterectomy. 

There is no male or female organ of 
useless function which is so often in- 
volved by cancer as is the sterile uterus 
and which can be removed with such 
brilliant results. If the penalty (mor- 
tality and morbidity) of hysterectomy 
were high and the uterus a fertile organ 
or one of useful function, then the 
penalty of uncertain methods of diag- 
nosis could be condoned with charitable 
views toward late treatment followed by 
dire results. This is just another state- 
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ment of relative values. It is my opin- 
ion, derived from experience, that 95 
to 97 per cent of the present mortality 
from cancer of the uterus is due to 
human errors. It is poor sportsmanship 
to attribute any considerable percentage 
of the deaths to the patients’ neglect. 

Throughout a life of gynecologic ex- 
perience, I can recall only about a dozen 
women who died of cancer of the uterus 
who had not consulted a_ physician 
months or years before but had had no 
treatment advised. 

The surgeon who has not had actual 
experience with the clamp method of 
vaginal hysterectomy is in no position 
to criticize hysterectomy as the treat- 
ment of uterine cancer. There is no 
fair comparison between the ligature 
and the clamp method of removing the 
uterus, as far as ablation of periuterine 
structures is concerned. The slough 
incident to the crush of the clamp plus 
the slough incident to the unsutured cir- 
cular incision in the vaginal fornix in- 
volved in the operation are factors of 
the greatest importance in dealing with 
the cancerous uterus. 

Sixty-five years ago the late Joseph 
Price told the medical profession that 
repair of the cervix prevented later 
development of malignant tumors of the 
uterus and that early vaginal hysterec- 
tomy by the clamp method, preceded by 
cauterization, was the means of prevent- 
ing malignant growth. 

Is it possible that all these years we 
have been fiddling while Rome burned? 

James W. Kennepy, MD., F.A.C.S. 
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A “Student Dollar” 


E are in an age of conflict be- 
\X/ tween nationalistic and inter- 
nationalistic ideas and_ ideals, 
especially in political and economic 
fields. The evils caused by exaggerated 
and perverted nationalism have been 
recognized, and everywhere there are 
signs of efforts to bring about coopera- 
tion between countries and to create 
systems of international relations based 
on a realization of the interdependence 
of different parts of the world. The de- 
sires of national and other groups for 
supremacy and advantage of their own 
are still strong, however, and political 
and economic pressure groups are still 
active. 
The members of the surgical profes- 
sion in the United States of America 
must demonstrate by thought and action 
that we do not foster nor represent what 
our South American neighbors rightly 
speak of as American class conscious- 
ness. The medical profession in the 
United States has never been guilty of 
discrimination in service rendered as 
far as race or creed goes. Therefore 
we are in an excellent position to cul- 
tivate friendship and scientific inter- 
course not only with our South Ameri- 
can neighbors but with the world at 
large. 
The arts and sciences, perhaps be- 
cause they are not so closely linked with 
man’s desires for physical and financial 
security, have always shown interna- 
tionalism. Medicine, in all its branches, 
is so universally important that it trans- 
cends national boundaries. Except 
during the artificial conditions produced 
by war, and even then to some extent, 
discoveries that advance the art of heal- 
ing have been shared with physicians 
all over the world. Seldom has any 
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consideration of monetary gain moti- 
vated such exchange of experience. 

As has been pointed out in recent 
issues of the Journal, the need for inter- 
national cooperation among surgeons 
and other scientists will be especially 
important in the next few years because 
of the great tasks of reconstruction and 
education that lie ahead of us. More- 
over, the countries which are now in 
more fortunate circumstances must 
share their educational and research 
facilities with students from other 
countries, in order to increase as soon 
as possible the number of trained work- 
ers available. This sentiment is ex- 
pressed constantly by other groups and 
in other periodicals. 

In these cooperative scientific efforts, 
however, there are financial difficulties, 
arising from the differences in economic 
status and standards of different na- 
tions and from the complications of 
international monetary exchange. Some 
of these differences are of long stand- 
ing; others have been created by the 
wartime conditions of recent years. 

In some countries which have been 
severely ravaged by war, supplies of 
books and scientific equipment are al- 
most exhausted, and it is difficult for 
either individual students or institutions 
to purchase the needed replacements, 
especially since foreign textbooks that 
are needed frequently cost much more 
than the average books printed in these 
countries. In other countries, even 
though conditions are more nearly 
normal, the cost of imported textbooks 
is almost prohibitive. A recent article 
in Science* points out that in South 


*Dunham, George C.: Role of Tropical Medicine 
in International Relations, Science 102:105 (Aug. 3) 
1945. 
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America ‘‘French text-books are gen- 
erally used, largely because the United 
States text-books are too expensive. 
The tuition at a number of the schools 
is only about thirty dollars a year. 
Text-books that sell for five dollars in 
this country [the United States] sell for 
ten or twelve in the southern republics. 
. . . Text-books can not now be obtained 
from Europe, and those available were 
published before 1939.’’ 

Young men and women who wish to 
study in other countries frequently find 
themselves seriously handicapped either 
by actual lack of funds or by the fact 
that their money is worth less than it 
was at home, because of the rate of ex- 
change or because of a difference in 
cost of tuition, books and the necessities 
of living. 

Universities and medical schools and 
research institutions can help to solve 
these problems to some extent through 
scholarships. Internationally minded 
individuals, like the members of the In- 
ternational College of Surgeons, can 
help by opening the doors of their hos- 
pitals and sharing their skill with young 
people from other countries. Individ- 
uals and groups can help to supply 
textbooks as gifts or at cost. 
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Since the problem is a universal one, 
however, and one which will eventually 
affect the welfare of all peoples of the 
world, would it not be a good idea for 
the governments of the countries that 
are in a position to cooperate in this 
way to create a ‘‘student dollar’’ or 
perhaps, better, a ‘‘student rate of ex- 
change,’’ which would enable qualified 
students from other countries to secure 
more purchasing power for their 
money? This would in no way need to 
interfere with plans of individual 
countries for financial aid to their own 
young men and women whose education 
has been interrupted by military serv- 
ice. On the contrary, it would probably 
tend to broaden and enrich the educa- 
tion of these young people, through 
giving them greater contacts and 
creating an international sharing of 
experiences. 

Could not members of the Interna- 
tional College of Surgeons and other 
interested persons endeavor to influence 
their governments to make some pro- 
vision for such a ‘‘student dollar?”’ 


Roianp M.D., 
F.A.C.8., F.LC.S. 
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Rafferty’s Artificial Pneumothorax in Pulmonary Tuberculosis ' shows much thought 
and study. The volume is divided into three parts: (1) ‘‘General Considerations’’ ; 
(2) ‘‘Selection of Cases,’’ and (3) ‘‘Management.’’ The basic concepts of the management 
of early tuberculosis are described and a plea made for universal standardization of rules 
and technic in the administration of pneumothorax. Since collapse therapy within the past 
decade has largely revolutionized the treatment of tuberculosis, a knowledge of all phases 
of collapse therapy is essential, and this the author has properly emphasized. Both ambu- 
latory and sanatorium types of pneumothorax are discussed and evaluated. Supplementing 
Dr. Rafferty’s own extensive observation of institutional and private cases is a vei citttad 
of 195 references. 

The book is particularly timely because it is anticipated that a marked increase in the 
incidence of tuberculosis will follow the war. The reviewer heartily concurs in the wide- 
spread movement of carrying some form of ambulatory collapse therapy to patients in 
remotely located rural areas. Rural physicians with some basic training and a working 
knowledge of pneumothorax apparatus and technic can do an inestimable amount of good and 
curative therapy for patients with early tuberculosis where sanatorium facilities are not 
available. 

A valuable addition would be a chapter showing two or more accepted and simple 
types of apparatus, with a thorough discussion of indication, contraindication and technic 
of administration, to be used as a guide by the rural physician as well as by the beginner 
in collapse therapy. 

The author is to be congratulated on his thorough study and erudite presentation of 


artificial pneumothorax. 


The authors and publisher of the companion volumes Fertility in Men and Fertility 
in Women? are to be congratulated on having produced a most commendable presenta- 
tion of the subject of human fertility. Sponsored by the National Committee of Maternal 
Health, these volumes may be said to represent the best and most advanced thought of 
the day on the reciprocal problems of sterility and fertility. 

In both volumes emphasis is rightfully placed on the bisexual character of fertilization, 
a fact which seems to have been unrecognized in medical literature and practice until recent 
years. The volumes are freely illustrated, easily readable and well documented. 

In Fertility in Men the semen and its sperm content constitute the major interest, which 
is natural. There is also a useful section on the many commercial hormonal products with 
their confusing multiplicity of trade names. It is of interest to note that the author of 
this volume (Hotchkiss) confirms the general authoritative opinion that there is no effective 
hormonal treatment for advanced degeneration of spermatic tissue; that definite improve- 
ment can be expected in a few cases; that the responses are variable and cannot be pre- 
dicted from case to case; that there is no single hormone which can be regarded as a 
‘‘reliable specific’’ for spermatogenesis. 

The clinician who wishes to be prepared for the treatment of impaired fertility will 
do well to make himself thoroughly familiar with these volumes. 


1 Artificial Pneumothorax. T. N. Rafferty. Grune & Stratton, New York, 1944. Price 
$4.00. 
2 Fertility in Men: A Clinical Study of the Causes, Diagnosis and Treatment of 
Impaired Fertility in Men. Robert Sherman Hotchkiss. With a Foreword by Nicholson 
J. Eastman, Chairman, Editorial Committee, National Committee of Maternal Health. J. B. 
Lippincott Co., Philadelphia, 1944. Price $3.50. Fertility in Women: Causes, Diagnosis 
and Treatment of Impaired Fertility. Samuel L. Siegler. J. B. Lippincott Co., en 
1944. Price $4.50. 
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The love of Jews for the practice of medicine is traditional, and their considerable 
accomplishments in this field have been pointed out by many medical historians. Harry 
Fridenwald is an authority on medical history and medical bibliography, and his recent 
book, The Jews and Medicine,’ js an outstanding contribution to the history of medicine in 
general and to the history of Hebrew medicine in particular. 

The book covers thoroughly the history of Jewish physicians, as well as the contribu- 
tions of the Jews to medical science. Thirty-eight of the forty-two essays were previously 
published by the author during the past thirty years in various medicohistorical journals 
and Jewish periodicals; some of these have been considerably revised and enlarged. 


Various topics touched upon include: the practice of the healing art among the Jews; 
the relationship of Jews and of Judaism to medicine; the role of Jewish physicians in the 
early universities; biographic sketches of prominent medieval Jewish physicians; history 
of some Jewish physicians of Spain, Portugal, Italy and France; Jewish physicians of the 
sixteenth century; the ethics and practice of medicine from the Jewish point of view, and 
other subjects of historical interest. 

The book is provided with an introduction by Dr. Henry E. Sigerist and a compre- 
hensive bibliography. It is a welcome addition to historical literature. 


The English edition (1944) of Spiegel and Sommer’s Neurology of the Eye, Ear, Nose 
and Throat‘ is a reference work which should find its way to the shelves of everybody 
whose interests extend beyond the minimum of therapeutic knowledge. The authors have 
enlarged upon their German treatise of 1931; not only have they brought it up to date, but it 
is completely rewritten so as to cover the subject comprehensively. Neurology is generally 


considered a complex subject, and little time is given to its study in selecting graduate | 


instruction. This book may help to overcome an old aversion. The borderlines between 
ophthalmology, otolaryngology and neurology are discussed scientifically and practically. 
Eye, ear, nose and throat are described anatomically, physiologically and pathologically 
insofar as they relate to the central and peripheral nervous system. An extensive bibliog- 
raphy, consisting of over 1,700 references to the international literature, makes this a 
valued addition to the diagnostic and therapeutic armamentarium of the practitioner in 
the field and the research man in the laboratory. 


Louis Sigler’s extremely useful text The Electrocardiogram® will prove a delight to 
both student and practitioner. The volume of 391 pages is well written, and its simplicity 
of discussion and the excellence of the 203 plates which illustrate the text make it an 
unusual instrument of learning in electrocardiography. The author has stated his conclu- 
sions concisely and clearly. He has avoided including the moot questions which are still a 
part of the present phase of electrocardiography, but he has not dismissed them entirely 
without consideration, as may be seen by the inclusive bibliography which follows every 
chapter. The plates containing pictures of tracings are made up of composites of many 
graphs and are well explained by legends. The problem of multiple fourth leads is discussed 
in the last chapter, but this topic is presented only through a statistical study made by 
the author, and does not leave the reader with any actual concept of the procedure; the 
field of multiple precordial leads is still in its experimental stage, and the recent literature 
must be consulted on the points of issue. The unipolar limb leads are merely mentioned in 
passing; here too recent literature must be consulted to acquaint oneself with the progression 


?The Jews and Medicine. Essays by Harry Friedenwald. The Johns Hopkins Press, 
Baltimore, 1944. Price $7.50. 


*Neurology of the Eye, Ear, Nose and Throat. E. Spiegel and I. Sommer. Grune 


‘& Stratton, New York, 1944. Price $7.50. 


5The Electrocardiogram. Louis H. Sigler. Grune & Stratton, New York, 1944. Price 
$7.50. 
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of experimental work. Considering the text as a whole, it is a definite contribution to 
medical science and will serve to simplify the study of electrocardiography for those who 
avail themselves of it. ‘ 

We are happy to greet a concise and informative volume, written by an experienced 
industrial ophthalmologist, which deals with industrial compensation as applied to ophthal- 
mology, setting forth the duties and obligations of industry to the employee, as well as 
definite information, advice and instructions to the physician interested in these problems. 
This is Kuhn’s Industrial Ophthalmology.® 

Visual job analysis and testing technics aid the ophthalmologist in placing the right 
employee in the right job. Proper installation of safety measures and educational campaigns 
for managers and employees supplement the work of the ophthalmologist. | 

The chapter on ‘‘Industrial Eye Injuries Caused by Solid Bodies,’’ written by Dr. Snell, 
presents thoroughly though briefly the importance, care and treatment of these types of 
injuries. Programs for prevention of ocular accidents and various medicolegal considera- 
tions are clearly presented. Recent developments in industrial ophthalmic problems arising 
from welding, radiation, illumination, general physical health of employees and the advan- 
tages of employment of the blind are thoroughly covered. 

The appendix contains a glossary of toxic hazards to the eyes, a program applicable to 
industry for the eyes of employees and a significant study of ‘‘ Appraisal of Loss of Visual 
Efficiency.’’ 

Comprehensive bibliographic references will induce the reader to do further extensive 
study. A thorough index aids one to select quickly the varied material of this worth while 
book. 


Miriam Bredow’s Handbook for the Medical Secretary,’ a handy reference guide for 
secretaries already employed and for students who plan to be technicians or medical stenog- 
raphers, fills a long-felt need. The personality of the stenographer and such aspects of 
office routine as handling of appointments, patients, patients’ records, accounts and corre- 
spondence, as well as a discussion of office procedures participated in by the stenographer, 
are capably treated. An introduction to the doctor’s activities, medical, medicolegal and 
literary, with a chapter on the preparation of manuscripts, rounds out the work. Perhaps 
the most valuable chapter is that on medical terminology, divided for convenience accord- 
ing to the medical specialties. The book is recommended as a valuable addition to the office 
library of any physician or surgeon. : 

Physicians are no exception to the axiomatic statement that no one is immune to law- 
suits. The number of physicians sued for malpractice in the last twenty years has constantly 
increased. The opportunities open to a disgruntled patient to bring action against a physi- 
cian are practically unlimited, and for this reason it is of vital importance that he be 
acquainted with the laws of various states. 


Louis J. Regan’s book on Medical Malpractice * covers every phase of the subject. Each 
section consists of a brief discussion of the problems plus extracts from the decisions in mal- 
practice suits. In addition, it sets forth some of the varying or contrary decisions in regard 
to particular points of law. 

Chapter I defines ‘‘malpractice.’’? The physician’s failure to meet standards of practice 
in his community are pointed out. In chapter V the author differentiates between profit and 
nonprofit organizations as to their respective liability for malpractice. It is brought out in 
chapter VI, on the ‘‘Expert Witness,’’ that a general practitioner may be qualified to 


® Industrial Ophthalmology. Wedwig 8. Kuhn. C. V. Mosby Co., St. Louis, 1944. 

7 Handbook for the Medical Secretary. Miriam Bredow. McGraw-Hill Book Co., Inc., 
New York, 1943. 

® Medical Malpractice. Louis J. Regan. C. V. Mosby Co., St. Louis, 1943. _ 
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testify in certain cases, even if he has never been specially trained in the subject under con- 
sideration. Chapter XV, dealing with the surgeon, enumerates twenty-five various conditions 
for which malpractice may be claimed. 

This book is timely. It is well illustrated with case reports. A copy should be in the 
library of every practicing physician. 


MARTIN J. GREEN 


(Continued from page 357) 


Green and Dr. Aaron S. Green, and with them he founded the Greens’ ye Hospital. 
Since the death of his uncles he had been chief of staff and head of that institution. 

He was a member of many medical societies, including the American Medical Asso- 
ciation, the American College of Surgeons, the International College of Surgeons, the 
American-Soviet Medical Society, the Pan-American Medical Association and the Pan- 
American Congress of Ophthalmology. 

Ophthalmology was to Dr. Green an ideal as well as a profession. He held the belief 
that in many cases social delinquency and social handicaps are due directly to defective 
vision. In addition to his work in cataract surgery, he is perhaps best known for his 
contribution to the technic of corneal transplantation. He restored vision to many patients. 
His death at the early age of 46 is a loss to ophthalmology. 
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A ‘‘Revista del Colegio Internacional de Cirujanos’’ (The Journal 
of the International College of Surgeons) es una publicacién 
bimestral que constituye el 6rgano oficial del referido Colegio 

(f{undado en Ginebra, Suiza, en 1935). Hn esta revista se publican 
articulos originales de investigacién, observacién clinica y trabajo 
experimental sobre temas quirtrgicos. Sirve, ademas, como vehiculo 
para dar a conocer las actividades del Colegio Internacional de Ciru- 
janos a sus miembros y a todos aquellos que se interesen por los 
adelantos e innovaciones de indole quirtirgica en el mundo entero. 

Los Capitulos Latino-americanos del Colegio Internacional de 

Cirujanos tienen en ésta revista el medio oficial en que se recogen 
sus actividades. Actualmente la revista se halla enriquecida por una 
Seccién especial en espanol en la que se publican no solo trabajos 
cientificos originales de cirujanos de Hispano-América sino tambien 
noticias referentes a los miembros y Capitulos de los paises de habla 
espanola, asi como una informacion general en relacién con la cirugia. 
A todos aquellos profesionales, cirujanos y médicos, que se interesen 
por los temas quirtrgicos habra de serles de gran utilidad el sub- 
scribirse a ésta publicacién. 
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JOURNAL INTERNATIONAL COLLEGE OF SURGEONS 
Advertising Office (Publicacién bimestral ) 


1819 Broadway, New York 23, N. Y., U.S. A. 


Sirvase registrar mi subscriptién al ‘‘Journal’’ por un ann. Ineluyo mi 
cheque por cuatro délares ($4.00), pagadero al Journal of the International 
College of Surgeons. 
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Es opiniON casi general que en la quimioterapia de las 
infecciones entéricas la “SULFASUXIDINA”’ no tiene rival. Este nuevo compuesto 
descubierto y sintetizado en los laboratorios de Sharp & Dohme, ejerce poderosa accién 
bacteriostatica y bactericida contra los bacilos gram negativos 

y actia sélo en la luz intestinal. La droga es escasamente absorbida por el torrente 
sanguineo y las reacciones téxicas son sumamente raras. 

La “‘SULFASUXIDINA”’ es mas eficaz que los antiguos derivados sulfonamidicos de accién 
intestinal, y da excelentes resultados en la quimioterapia de las 

infecciones entéricas: disenterfa bacilar, (Shiga, Flexner, Sonne) enterocolitis, 

colitis ulcerante, y se emplea con éxito como profildctico pre y 

postoperatorio en cirugia coldénica. 

Presentacion: En frascos de 100, 500 y 1,000 comprimidos de 0.5 gm. Envases originales. 
Sharp & Dohme, Philadelphia 1, Pa., E. U. A. 
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Section en Espanol 


Asistencia Hospitalaria 


MANUEL A. MANZANILLA, M.D., F.I.C.S. (Hon.) 
México, D. F., México 


ANTIGUAS CIVILIZACIONES 


L origen de los refugios o asilos 
kK para enfermos debe considerarse, 

desde el punto de vista histdérico, 
como un fendmo inherente al deter- 
minismo de la vida social. En efecto, 
prescindiendo de cualquiera afirmacion 
tedrica, la existencia de dichos asilos 
o refugios con anterioridad al Cristia- 
nismo es un hecho perfectamente demos- 
trado, a pesar de su caracter espora- 
dico y aun cuando su concepcidn ética 
haya sido distinta de aquella de las 
instituciones fundadas y_ extendidas 
dentro de la religién de Cristo. 

En la erénica cingalesa ‘‘Maha- 
wamsa,’’ se tiene noticia de que Pandu- 
talkabhayo, rey de Ceilan, erigiéd un 
hospital alla por el aflo 487 A.C. El 
rey Dutthagamini, lejano sucesor del 
acabado de mencionar, decia antes de 
morir, en el aio 137 A.C., lo siguiente: 
“‘Kin diez y ocho diversos lugares he 
mantenido hospitales, provistos de los 
elementos necesarios, de medicinas y 
personal idéneo para la cura de los 
enfermos.’’ Ein la India, ademas de los 
hospitales para seres humanos, funciona- 
ban también hospitales destinados a los 
animales. 

En Egipto, en los templos de Isis y 
Serapis, lo mismo que en Grecia y Roma, 
en los santuarios de Asclepiades o Kseu- 
lapio, existian locales muy vastos, y bien 
arreglados en ocasiones, destinados a 
ayudar enfermos que esperaban encon- 
trar alivio por medio de suefios y 


senales recibidas mientras dormian. En 
algunos de éstos templos griegos y 
romanos, se disponia de palestras desti- 
nadas a revigorizar a los enfermos cr6- 
nicos o convalecientes, por la gimnasia,. 
los bahos y las fricciones. En el san- 
tuario de Epidauro, habian aposentos 
separados para las parturientes v los 
moribundos. De estos santuarios dedi- 
cados a Asclepiades o Esculapio se 
formaron, al correr del tiempo, verda- 
deras escuelas de medicina. 

En Grecia, hasta el siglo VI A.C., los 
médicos encargados de la atencién gra- 
tuita de los enfermos disponian en la 
propia habitacién de una estancia, el 
iatreo (iatreion), destinada a las con- 
sultas y operaciones, y en su caso al 
restablecimiento temporal de los pacie- 
ntes. En ocasiones, los iatreos mas 
frecuentados, como el del Pireo, fin- 
cionaban también como escuelas clinicas. 
En Roma, la imitacién del iatreo fué 
denominada medicina; grandes 
familias romanas contaban en sus pro- 
priedades rurales con la valetudinaria, 
que era una enfermeria destinada a 
la atencién médica de los esclavos en- 
fermos; las legiones romanas disponian 
de enfermerias constituidas por un 
corredor construido al rededor de un 
patio central. 

Los anales arabes citan la obra de 
los secuaces del Islam en la creacién de 
establecimientos hospitalarios. En el 
afio 707, el califa Al-Walid I Instituy6é 
en el Cairo un hospital atendido por 
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médicos, al que aseguré rentas apro- 
piadas; ademas, ordeno el aislamiento 
de los leprosos y provey6 ocuparse de 
la suerte de los ciegos. En el siglo 1X 
y en la propia ciudad egipcia, cerca de 
la gran mezquita, existia un hospital 
con secciones diferentes para hombres y 
mujeres, y una poliambulancia abierta 
los dias festivos. Por Ultimo, a fines del 
siglo XIII y asimismo en el Cairo, 
fué edificado el célebre hospital de 
Al-Mansur, provisto de locales separa- 
dos para febricitantes, heridos, enfermos 
de la vista, convalecientes, con servicios 
médico y farmacéutico y catedra anexa 
para la ensenanza. 


ORIGENES CRISTIANOS 


La asistencia a los enfermos pobres 
constituye para el Cristianismo el ejerci- 
cio de la virtud capital del Evangelio: 
la caridad, el amor al préjimo. La 
identificacién ideal del enfermo pobre 
con la persona misma de Jests es el 
principio animador del grandioso movi- 
miento histérico, que traduce el sublime 
fervor de la sociedad cristiana, em- 
penada en las obras de asistencia, con 
especialidad la hospitalaria. 

Inutil seria buscar en época anterior 
a la paz constantina ejemplos de asilos 
a refugios en las diversas comunidades 
cristianas, no obstante la ya extensa 
difusién del pio ejercicio. de la benefi- 
cencia. La iglesia catélica, apostdélica 
y romana, en las reuniones liturgicas 
instituye en caridad la limosna, para 
socorrer a los enfermos y los pobres. 
El] principio de la hospitalidad ha pro- 
gresado tanto en los albores de la nueva 
civilizacion, que se afirma con la ereccién 
de asilos adecuados, llamados xenodo- 
cios en Oriente y hospitales en Occi- 
dente, denominaciones cuya etimologia 
expresa en ambas el alojamiento para 
extrafios, para huéspedes. Su difusién 
procede dentro de limites fijos: los obis- 
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pados, las diaconias, los monasterios, 
las casas de personajes acaudalados. 
Durante muchos afios, en tanto el pro- 
greso de la vida civil no alcanzo facilidad 
en las communicaciones y prosperidad en 
ja industria hotelera, dichos estabieci- 
mientos atendieron simultaneamente a 
viandates, peregrinos y enfermos, cum- 
pliendo con el precepto de las obras de 
misericordia. 

Kl Oriente sobrepas6 al Occidente en 
la expansién de las obras de asistencia, 
como resultado de la mas rapida exten- 
sién del Cristianismo en aquellas tierras. 
Medio siglo después del edicto de tole- 
rancia, la actividad cristiana asisten- 
cial’se habia propagado en forma tan 
notable que se cita el caso del sacerdote 
pagano Arsace, quien en carta escrita 
el aio 362 aconsejé como éptimo expe- 
diente en la lucha contra los cristianos, 
imitar la austeridad de sus costumbres 
y su benevolencia hacia peregrinos y 
enfermos, y ordeno para ello la funda- 
cién de xenodocios para beneficiar sin 
distincién religiosa a los necesitados. 

En el afto 534, ya el Codigo Justiniano 
hace mencién del adelanto existente en 
la separacién de las diversas clases de 
socorro, aun cuando persistia la pro- 
miscuidad en la asistencia de las obras 
pias. Una informacion del siglo XII da 
cuenta del desarrollo aleanzado, en 
aquel entonces, por el servicio médico 
en la organizacién hospitalaria. En 
efecto, el emperador bizantino Juan y 
su econsorte Irene fundan en 1136 en 
Constantinopla un hospital o xenodocio 
de 50 ecamas, dividido en cinco secciones, 
a saber: una quirtirgica, dos para en- 
fermos comunes, una para enfermos 
graves y una para mujeres. Cada 
seccién contaba con dos médicos, en- 
fermeros y sirvientes, sujetos a turnos 
regulares y supeditados a dos médicos 
directores; anexo al hospital se dis- 
ponia de un servicio para consulta, con 
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dos cirujanos y dos médicos, y ademas 
una sala de 24 camas para enfermos 
eroénicos y otra especial para monjes 
enfermos; el servicio de farmacia estaba 
atendido por un farmacéutico jefe y 
cinco subordinados; el hospital tenia 
una estancia para bafios. En fin, casi 
todos los monasterios y residencias 
episcopales, tanto en Oriente como en 
Occidente, tenian alojamientos para 
peregrinos. 


CONCEPTO ASISTENCIAL 


El ejercicio de la caridad, virtud capi- 
tal del Evangelio, fundada en el amor 
al préjimo, integra socialmente el con- 
cepto y ejercicio de beneficencia. La 
beneficencia tiende pues a satisfacer una 
necesidad de aliviar el sufrimiento, de 
mejorar las condiciones de ciertos indi- 
viduos, inspirandose exclusivamente en 
un principio ético religioso, que impdéne 
el deber de la solidaridad humana, el 
amor a los propios semejantes y la 
limosna a los pobres. Primitivamente, 
la virtud de hacer el bien al préjimo se 
confundié indistintamente con el con- 
cepto de ayudar al préjimo, usandose 
largo tiempo como términos sinénimos 
beneficencia y asistencia. Ha sido hasta 
recientemente, en los tiempos modernos, 
cuando precisandose el concepto filos6- 
fico, bajo la influencia de las ideas y la 
accién de las condiciones econdémicas y 
sociales, que se ha llegado a establecer 
una acepcién clara en el concepto y defi- 
nicién actuales, no obstante que un con- 
junto de particulares concepciones de 
orden social y econdmico, lo han hecho 
dificil de entender o precisar en algunos 
paises, 

La asistencia, a pesar de la impropia 
designacion que Malthus y su escuela 
le han dado de earidad legal, debe con- 
siderarse filosdficamente como una fun- 
cién publica y social, que la comunidad 
desarrolla por conducto del estado, con 
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fines de reparacion social y sin reconoci- 
miento de factores sentimentales o reli- 
giosos para su realizacién, cumpliendo 
en esta forma con un deber cuyo vrin- 
cipio es la provisién y cuyo objetivo es 
la utilidad general. A pesar de todo, la 
obligacién de asistencia es en algunos 
paises todavia un concepto tedrico, una 
obligacién moral, un deber puramente 
administrativo, pues los indigentes no 
poseen un derecho al socorro, basandose 
la accién en consideraciones sentimen- 
tales y no en el concepto de reparacién 
social obligatoria del estado. Asimismo, 
en otros paises se considera a la asis- 
tencia como la resultante de un conjunto 
de elementos espirituales, a saber: el 
sentimiento religioso, el humanitario, el 
piadoso y el de solidaridad, los que se 
estiman como esenciales para la vida 
civil. 

Al producirse el progreso cientifico e 
instaurarse el método experimental, los 
hospitales no pudieron substraerse a la 
érbita del trascendente movimiento y 
entonces, a la misiOn original de la cari- 
dad cristiana hubo de agregarse la 
finalidad del estudio y de la investiga- 
cién. Al acontecer esta reforma en la 
orientacién hospitalaria, la ensefauza 
tedrica universitaria se completa con la 
observacion clinica en los hospitales, 
que a partir del siglo XVII adquieren 
en las grandes ciudades caracteristicas 
de verdaderas escuelas de medicina, 
cirugia y farmacia; entonces, el acerca- 
miento de los estudiantes al lecho del 
enfermo, en ocasiones como enfermeros, 
determina fecundos resultados que con- 
ducen a la institucién de las clinicas 
universitarias. 

En el siglo XTX la téenica nosocomial 
progresé de modo particular, en virtud 
del poderoso incremento que las ciencias 
biol6gicas reciben en la segunda mitad 
de la centuria. Se procede nosolégica- 
mente a la seleccién de los enfermos, 
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integrando salas 0 departamentos hospi- 
talarios distintos, convertidos a veces 
en verdaderos hospitales para determi- 
nada especialidad. Al propio tiempo, se 
adoptan los nuevos medios de investiga- 
cién diagnéstica y de terapéutica, y de 
este modo las instituciones hospitalarias, 
dependientes o conectadas en su mayor 
parte con las universidades, para el 
estudio y la investigacion sistematica, 
se perfeccionan cientificamente en su 
aspecto téenico. 

A continuacién, bajo la influencia de 
las ideas predominantes y la accidén de 
las condiciones econdmicas y sociales, 
las instituciones hospitalarias limitadas 
en su origen al funcionamiento en cari- 
dad, dan paso a la intervencién del 
estado y, al transformarse progresiva- 
mente su primordial directriz filosdfiea, 
tiene Jugar la conversién de la benefi- 
eencia en asistencia en los paises de 
tendencia laica, y especialmente en aque- 
llos de estructura politica basada en el 
laicismo. De esta manera, al perfec- 
cionamiento cientifico ya expuesto en su 
aspecto téenico, se suma el perfecciona- 
miento téenico en su aspecto social, 
integrandose desde luego la wnidad 
fisondmica asistencial que es norma en 
el funcionamiento consuetudinario y 
en la misién sistematica del hospital 
moderno. 


EDIFICIOS Y FUNCIONAMIENTO 


Los xenodocios ordinarios, los hospi- 
tales medievales, sin caracteristicas 
particulares y de proporciones 
ducidas, fueron substituidos en el 
Renacimiento por las grandes aulas 
nosocomiales, los edificios monumen- 
tales, las espléndidas concepciones artis- 
ticas. La magnificencia de estas nuevas 
fabricas, sus proporciones grandiosas, 
su valor artistico, contrastaron con sus 
deficientes condiciones higiénicas y sani- 
turias, agravadas entonces por su ubica- 
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cién inusitada en el corazén de las 
ciudades. 

A la concentracién de enfermos en los 
grandes edificios de tipo unitario, sucede 
el pensamiento de construir en pabe- 
llones o edificios separados, vistos los 
resultados satisfactorios obtenidos en la 
improvisacién de barracas hospitales, 
durante la guerra de Crimea (1855- 
1856) y en la norteamericana de suce- 
sién (1860-1865). Sin embargo, no 
tarda en aparecer en los Estados Unidos 
de América un nuevo tipo de edificio 
Unico, de varios pisos, con estancias 
para uno 0 varios enfermos, que tiende 
al abandono de los pabellones aislados, 
y da margen a discusiones, meditaciones 
y estudios, orientados a fijar desde lucgo 
lineamientos téenicos para las construc- 
ciones hospitalarias modernas, tanto 
desde el punto de vista de las relaciones 
reciprocas en el manejo de los grandes 
y los pequenos hospitales, cuanto de 
aquel referente al transito, dimensién 
de los edificios y disposicién de los 
mismos. En la actualidad se acepta que 
en las construcciones y funcionamiento 
hospitalarios deben regir determinados 
lineamientos fundamentales, que men- 
cionaremos sucintamente. 

_ Los limites de la regién que debe ser 
atendida por un hospital completo enal- 
quiera se determinan por la distancia 
que el enfermo pueda recorrer en treinta 
minutos como maximo. El hospital com- 
pleto, considerado como centro sanitario 
de su regién, debe comprender todos los 
servicios de diagnéstico y tratamiento, 
en estrecha conexién con los centros de 
investigacién de los dispensarios, los de 
cuidados preventivos y los servicios 
sociales para enfermos. Determinados 
enfermos (tuberculosos, crénicos, in- 
curables, convalecientes) deben insta- 
larse en establecimientos especiales, 
pudiéndose destinar dentro de lo posible 
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un hospital completo para determinados 
grupos de enfermedades, 

El sistema mejor y mas econdmico de 
un hospital completo parece ser actual- 
mente la construccién vertical en bloque, 
de varios pisos, con corredor intermedio. 
La adopcién del sistema de edificio prin- 
cipal con anexos (sistema de trabazones) 
o de edificio central con varias alas 


(sistema del peine), depende no sola- 


mente de la importancia del nimero 
de camas, sino aun de la _ situacion 
urbana y de la extension del terreno 
disponible. El nimero de camas de- 
pende de la progresién aritmética que 
rige la agrupacién de los servicios uni- 
tarios, progresién que todavia no esta 
definitivamente precisada. 

La organizacion técnica de los grandes 
y de los pequeifios centros hospitalarios 
debe orientarse hacia la cooperacidon, 
por razones de economia sistematica en 
los servicios sanitarios y hospitalarios. 
La mejor colaboracién depende de la 
situacién hospitalaria dentro de la red 
de comunicaciones de la regién sanitaria 
respectiva y de la eficacia de estas comu- 
nicaciones, requiriéndose la estrecha 
cooperacién del servicio de transito. 

Los servicios de un hospital pequeno 
pueden concretarse a una seccién médica 
y otra quirtirgica, equipo de rayos X 
y servicios generales, debiéndose encon- 
trar en condiciones de prestar atencién 
urgente, garantizar el tratamiento ce 
los pacientes externos y el servicio social 
de los enfermos. En el hospital pequeiio, 
el uso de cuartos por diversas secciones 
en épocas diferentes permite economizar 
espacio y reducir gastos, empleando 
desde luego instalaciones especiales, 
desplazables y moviles. 

La construccién moderna relacionada 
con la funcién del hospital realiza un 
perfeccionamiento arquitecténico de as- 
pecto trascendente, que se suma a todo 
lo expuesto, dando por resultado la 
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creacién del instrumento apropiado, 
base necesaria para. el vuelo de la obra 
cientifica, la bondad del esfuerzo técnico 
y el empefo de la accién social, en 
marcha hacia la progresiva consecucién 
de la mejor y mas grande realidad de 
asistencia hospitalaria. 
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SUMMARY 


It is pointed out that the establish- 
ment of asylums for invalids should be 
considered from the historical point of 
view as an essential factor in the evolu- 
tion of social life. Such institutions 
existed even before the Christian era; 
they were scattered, however, and their 
conception was different from that of 
the Christian institutions. 

Hospital assistance had its origin in 
Christianity, being established origi- 
nally in the practice of charity, of love 
of one’s neighbor, the outstanding vir- 
tne of the Gospel. The progress of this 
magnificent historical movement led to 
the establishment of suitable asylums, 
called ‘‘xenodocios’’ in the Orient and 
hospitals in the Occident. | 

On the basis that the practice of 
charity integrates socially the concept 
and practice of beneficence, originally 
the terms ‘‘beneficence’’ and ‘‘assist- 
ance’? were used synonymously, the 
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concept of doing good to one’s neighbor 
being united with that of aiding him. 
Through a process of evolution there 
has developed the present concept of 
‘tassistance.’’ As a consequence of this 
change in philosophical direction, the 
Christian work of hospital beneficence 
has been converted in various countries 
into hospital assistance, an obligatory 
social service of the state. 

Characteristic demands were made on 
hospitals for scientific progress and 
establishment of the experimental 
method. This led to perfection of the 
technical aspects of the hospital, with 
the idea that a hospital organized as a 
center of study and investigation would 
acquire to a certain extent the char- 
acteristics of a university. Hence there 
has been a tendency for hospitals to 
function in dependence on or in close 
contact with universities, completing in 
a practical way the theoretic teaching 
of the universities and becoming centers 
for study and investigation for the sake 
of scientific progress and of improve- 
ment of the social service of hospital 
assistance. 

The important steps in the evolution 
of the structure and function of hos- 
pitals are cited, in order to show as 
clearly and concisely as possible the 
fundamental principles which should 
govern the organization and work of 
modern hospitals with a view to prog- 
ress toward the best possible hospital 
assistance, 


RESUME 


Un facteur essential dans l’historique 
de l’évolution de la vie sociale est la 
fondation d’asiles pour les invalides. De 
tels institutions existaient dans 1|’anti- 
quité, avant l’ére chrétienne, mais elles 
étaient peu nombreuses et trés éparses. 

L’assistance hospitaliére est d’origine 
chrétienne, avant sa conception initiale 
dans la pratique de la charité, dans 
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l’amour du prochain, le grand vertu 
qu’enseigne |’Evangile. 

La pratique de la charité renferme la 
conception et la pratique de la bien- 
faisance. Bienfaisance et assistance 
sont deux termes employés comme 
synonymes. O’est l’idée de bonté a 
Végard du voisin unie a celle de l’aider. 
La conception actuelle d’assistance a 
été dans certains pays convertie en 
assistance hospitaliére, en service so- 
ciale obligatoire de 1’état. 

Les hépitaux contribuent au progrés 
scientifique et a la vulgarisation des 
méthodes expérimentales. Cela a en- 
trainé des perfectionnements techniques 
et a converté beaucoup d’hopitaux en 
centres d’étude et de recherches. 

Tl y a une grande tendance 4 unir 
intimement les hépitaux aux universités, 
afin de compléter par un entrainement 
pratique l’enseignement théorique des 
écoles. 

Les é¢tapes importantes dans 1’évolu- 
tion de la structure et de la fonction des 
hdpitaux sont décrites afin de pouvoir 
formuler les principes fondamentaux 
qui doivent gouverner l’organization et 
le fonctionnement des hépitaux et nrussi 
afin d’obtenir le progrés maximum dans 
les méthodes et les principes de |’assist- 
ance hospitaliére. 


CBO] 


Yka3anHo, 4TO C TOUKH 3pe- 
HHA yupexreHHe JOMOB JIA 
CUMTATbCA (pakTO- 
pom B OOllecTBeHHOH Takue 
yUpexeHHA elle B APeBHO- 
CTH XPHCTHAHCKOM 3PbI; HO OHM 
H30JIMPOBaHbI pasOpocaHbl, HX BO3HHK- 
HOBeHHE OTIHYAIOCh OT 3a4aTHA XPHCTH- 
aHCKHX 

GepeT cBoe Hayao 
B XPHCTHAHCTBE, ABJIAACh 
TIPHMCHCHHEM HOOBH K CO- 
cely, ABYX CBaHreJbCKHX 106- 
IIporpecc storo BeauKosenHo- 
rO MCTOPH4eCKOrO K 
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yupexeHHIO yOexKHUl, Ha 
BOCTOKe Ha3bIBaeMbIX a 
Ha 

Tak KaK lipaKTHKa MHJOCepHA 
eT HW MpakTHye- 
ckoe MpHMeHeHHe TO NepBo- 
CHHOHHMAaMH, LOOpa K 
cocenzy cBA3aHa C NOMOLLUM 
emy. B kypce mporecca 
pa3BHJlacb TenepewiHAA «MOMOLLM>. 
B pe3yabTaTe MepeMeHbI B 
‘CKOM HallpaBJleHHH padota 
B pa3HbIX CTpaHaX B 
MOIllb, OOA3aTeIbHOH rocy- 
MapcTBeHHoH dbyHKuHeH. 

Tenepb, ycOBHA, 
CTBYIOlHe HayYHOMy Mporpeccy ycTaHo- 
BICHHIO MeTOJBI, Ha- 
TpeOoBaTbcA OT rocnuTaseH. ITO 
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BellO K 
raHH3OBaHHbiii Kak WeHTp HCCJe- 
AOBaHHA, xapakTepHble 
HOCTH yHHBepcuTeta. pa3sBHJacb 
B 
TeCHOH CBA3H C YHHBepCcHTeTaMH, TaKHM 
06pa30M JONOJHAA TeoperTH- 
BpallaAcb B WeHTPbl H3y4eHHA 
BaHHA Hay4HOro Mporpecca 
WIeHHA (PyHKWHH 
HOH MOMOLIH. 

Toro, NOKa3saTb HaCKOJIbKO 
BO3MO2KHO H TOUHO OCHOBHbIe 
padoTy 
HMeroulero 
pa3sBUTHe 
NOMOUIM, BaxKHbIe CTYMeCHH 


IN MEMORIAM 


EL DR. ERNESTO NAVARRE, F.I.C.S.* 
(Bolivia) 


La clase médica en general y la Asociacién Médieca Boliviana y la Facultad de Medicina 
en particular, fueron ruda y dolorosamente conmovidas con el fallecimiento del Dr. Ernesto 


Navarre. 
iba a elegir la nueva mesa directiva. 


El fatal suceso ocurrié cuando el Dr. Navarre presidia la sesién en que la A.M.B. 


El Dr. Navarre nacié en La Paz, el 8 de noviembre de 1890. Hizo sus estudios uni- 
versitarios en esta misma ciudad, habiendo concurrido al 3er Congreso de Estudiantes Sud- 
Americanos reunido en Lima el afio 1912. Estuvo tres afos en Paris ampliando sus estudios 


de Medicina. 
médico de sala y director del Hospital. 
donde permanecié 14 meses. 


Vuelto al pais, ingresé al Hospital General como médico interno. 
En 1932 coneurrié a Ja compafia del Chaco, 
Estuvo en las acciones del 7 al 10 de noviembre de 1932 en 


Fué luego 


el ‘‘Kilémetro 7’’ y en el combate de Nanagua en enero de 1933. 

En la Faculta de Medicina fué eatedratico de Patologia Externa y tltimamente de 
Historia de la Medicina ademas, distinguiéndose siempre por su brillante desempefio. Era 
decano de la Facultad y vice-rector de la Universidad, regente del Capitulo Boliviano de 
Le College International de Chirurgiens y Presidente de la Asociacién Médica Boliviana. 


Sus funerales constituyeron una honda manifestacion de pesar y un sincero reconoci- 


miento de sus muchos méritos. 


* Obituario reproducido de la Gaceta Medico-Quirirgica de Bolivia. 
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En las manos del cirujano esta la vida del paciente 


de ahi que necesite emplear pre- 
parados farmacéuticos de toda 
confianza y de accién rapida y 
eficaz. 


Los LABORATORIOS WINTHROP, 
simbolo de la terapéutica mo- 
derna en el albor de un nuevo 
renacimiento mundial, unen a 
la depurada calidad y esmerada 
manufactura de sus productos 
el alto espiritu cientifico que 
inspira su obra. 


Fruto de las investigaciones 
cientificas desarrolladas en nues- 
tros laboratorios es la serie de 
preparados Winthrop que cons- 
tituyen un espléndido arsenal 
terapéutico para el cirujano 
moderno. 


ANESTESICOS 

CARTUCHO COOK 

DORICO SOLUBLE 

MUCOBRINA 

FENACAINA WINTHROP 

CLORHIDRATO DE PROCAINA 
WINTHROP 

CLORHIDRATO DE TETRACAINA 
WINTHROP 

TISULINA 


HIPNOTICOS 
DORICO 
FENOBARBITAL WINTHROP 
NAMURON 
NAMURON COMBINADO 
TEOLON 


AGENTE RADIOPACO 
NOSYLAN 


ANALGESICOS 
AMINOPIRINA WINTHROP 
CONMEL 
DOLOPIRONA 
EVICYL 


ANTISEPTICOS 
ZOBENOL 
DINACRIN 


QUIMIOTERAPICOS 
DROMETIL 
PENICILINA WINTHROP 
SULFADIAZINA WINTHROP 
SULFATIAZOL WINTHROP 
SULFATIAZOL SODICO WINTHROP 


Productos manufacturados por 


WINTHROP PRODUCTS INC. 


solicite literatura sobre estos preparados a 
Laboratonios Winthrop Ltda. 
Lima, Peré 


y a LABORATORIOS WINTHROP LTDA., Argentina, Brasil, Chile, Colombia, Uruguay. LABORATORIOS WINTHROP S. A., México, Venezuela, WINTHROP 
PRODUCTS INC., Cuba. Honduras Radio & Machine Co., Honduras. Sasso & Co., S. A., Panama, Agencias Unidas, S, A., Costa Rica, El Salvador, Guate- 
mala, Nicaragua. Ayora, Ecuador. MacDonald & Co., Bolivia, Heisecke y Cia., Paraguay. 
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Breves Datos Historicos de Algunos de los Hospitales 
Mas Antiguos de las Americas 


ANTONIO MOLINA, M.D. 


NUEVA YORK, N. Y., ESTADOS UNIDOS 
Director de la revista “América Clinica” 


de la existencia de hospitales en 

la América precolombina. Segin 
algunos, entre ellos Presco, los aztecas 
tenian hospitales en México. No ob- 
stante, lo mas probable es que los pueblos 
indigenas de América no conocieron esta 
clase de instituciones hasta que llegaron 
los conquistadores. Mejor dicho, el hos- 
pital en el Hemisferio Occidental fué 
obra de los espanoles, que a este respecto 
se adelantaron en México mas de un 
siglo, a los Estados Unidos y al Canada. 
Carlos V y Felipe II de Hspana 
promulgaron leyes que obligaban a 
construir un hospital de enformos no 
contagiosos, anejo a la iglesia, y otro 
de infecciosos, en el extrarradio de‘la 
poblacién. El Dr. Carlos Martinez 
Duran, profesor de la Universidad de 
San Carlos, de Guatemala, al comentar 
la labor de los espafioles en América dice 
lo siguiente : ‘‘ Toda la medicina moderna 
de la América Espajfiola es oriunda del 
hospital... . La fundacién de hospitales 
por conquistadores y misioneros, es una 
de tantas pruebas para conocer y affir- 
mar el contenido espiritual de la con- 
quista espafiola. Es la fuerza espiritual 
de la conquista, lo universal de sus al- 
cances, lo que mueve a guerreros y 
frailes, y por ello mismo, lo que sale de 
Espaiia es la flor de la peninsula. Los 
hospitales coloniales han asistido por 
cerca de cuatro siglos a todos los pro- 
gresos de la medicina.’’ La administra- 
cién de los hospitales en la América 
espafiola fué obra exclusiva de dos 
érdenes religiosas: la Orden de los Her- 
manos Hospitalarios de San Juan de 


| OS historiadores discrepan acerca 
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Dios, fundada en Espaiia por el portu- 
gties Juan de Dios, y la Orden Hospi- 
talaria de Religiosos de Nuestra Sefiora 
de Belén, fundada en Guatemala por 
Pedro de Bethencourt y por Fray Rod- 
rigo de la Cruz, en el siglo XVII. 

Los primeros hospitales del Nuevo 
Mundo se construyeron durante el siglo 
XVI. Actualmente gran parte de ellos 
han desaparecido; otros sélo muestran 
sus ruinas, pero muchos de estos hos- 
pitales aun perduran a través deg los 
siglos. De estos ultimos, el mas antiguo 
de todos y el de mayor importancia es 
el Hospital de Jess, de la ciudad de 
México, que presta servicios, sin in- 
terrupcién, desde hace mas de. cuatro- 
cientos aflos. Sin embargo, aunque la 
gran mayoria de los historiadores con- 
sideran que el Hospital de Jests es el 
primero que se fundo en el continente 
americano, hay autores que opinan que 
el primer hospital de América fué el 
Hospital de San Nicolas de Bari, fun- 
dado por Fray Nicolés de Ovando en 
el ano 1502 en la isla La Hispaniola 
(Santo Domingo). Hoy sus ruinas son 
mudo testigo de su pasado. 

El Hospital de Jestis fué fundado por 
el conquistador Hernan Cortés en el afio 
de 1524 (15277). Primitivamente se 
llamé Hospital de la Purisimo Concep- 
cién y se construyé en el mismo lugar 
donde el Emperador Montezuma se 
encontr6é por vez primera con Hernan 
Cortés. Los planos del edificio fueron 
obra del arquitecto espafiol Pedro de 
Vazquez. Ulteriormente, en 1532, se le 
denomin6é Hospital de Jesis Nazareno. 
Al primitivo edificio se han ido agre- 
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gando nuevas construcciones, hasta com- 
pletar lo que actualmente constituye ‘‘la 
manzana del Hospital de Jestis.’’ Todo 
este conglomerado conserva los diversos 
estilos que prevalecieron en las diferen- 
tes épocas en que se construyeron los 
edificios anejos; pero tanto el primitivo 
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El Conquistador del Peri Francisco 
Pizarro fund6é el primer hospital, en 
Lima, en 1538. 

En Brasil, el portugués Braz Cubas 
fund6 el primer hospital, en Santos en 
ano 1543, dandole el nombre de Santa 
Casa de Misericordia de Santos. 


Fig. 1. Hospital de Jesis. Entrada principal del antiguo edificio (a la izquierda), y parte antigua del hos- 
pital (a la derecha). 


edificio de amplios patios y bellas ar- 
querias, como las construcciones adya- 
centes y el templo cuya torre esta 
coronada por la estatua de piedra del 
Conquistador, todo es expresién del mas 
puro estilo colonial. No obstante, el 
hospital tiene todos los adelantos de la 
técnica moderna. 

El tercer hospital de América fué el 
Hospital de la Misericordia, fundado en 
Guatemala por Jorge de Alvarado, en 
1527. Fué destruido pocos afios después. 
En México se inauguré en 1532 otro 
hospital en Patzcuaro; en la actualidad 
todavia presta servicios con el nombre 
de Hospital de Santa Marta. En 1535 
se construy6 en la ciudad de México el 
primer hospital de infecciosos. 
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La institucién hospitalaria mas an- 
tigua que hoy dia existe en Brasil es el 
Hospital de la Misericordia. En 1582, 
o sea ochenta y dos aflos después que 
el Almirante portugués Pedro Alvares 
Cabral descubrié las tierras del Brasil, 
arribé a sus playas una escuadra com- 
puesta de 17 bareos y 3,000 hombres, 
al mando del Capitan Baldez, después 
de sufrir las penalidades de una larga y 
dura navegacién. Los miembros de la 
tripulacion, heridos y enfermos, fueron 
asistidos por el padre Anchieta, de la 
Compania de Jest. Asi se inicié este 
hospital, al cual mas tarde se le deno- 
miné Hospital de Nossa Senhora da 
Misericordia. Hasta 1840 el Hospital de 
la Misericordia fué una enfermeria pri- 
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vada. Desde entonces ha sido varias 
veces restaurado y ampliado; en la 
actualidad esta institucion es un hospital 
privado que consta de 31 salas y mas de 
900 camas. Durante el afio 1943 fueron 
tratados 8,512 enfermos y un total de 
123,754 pacientes de consulta externa. 
Dos afios atras se cred en el Hospital 
un gran laboratorio para la preparacion 
de productos de uso parenteral; este 
laboratorio llegé a fabricar en un aio 


Fig. 2. Fachada del nuevo sanatorio (inaugurado 
recientemente). Anexo perteneciente al Hospital de 
Jests. 


441,776 ampollas. También existe un 
magnifico Instituto de Fisioterapia y 
un espléndido equipo de radium. El 
Hospital de la Misericordia cuenta asi- 
mismo con un centro de enseflanza de 
post-graduados. 

En Norteamérica, los primeros hos- 
pitales se construyeron en el siglo 
XVIII. Como puede suponerse, las con- 
diciones higiénicas de los hospitales de 
‘equella época dejaban mucho que desear. 
Las salas de cirugia estaban condenadas 
casi irremisiblemente a la infeccion. 
Sobre todo habia cuatro terribles dolen- 
cias que por su persistencia en estos 
centros se les llamaba ‘‘enfermedades 
de hospital.’’ Estas eran la erisipela, 
piohemia, septicemias y gangrenas. Las 
estadisticas de los hospitales eran ate- 
rradoras; el indice de mortalidad en las 
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amputaciones ero el cuddruple de el 
registrado en la practica privada. Las 
heridas en aquella era pre-antiséptica 
raramente cicatrizaban por primera in- 
tencién. En estos hospitales del siglio 
XVIII los enfermos estaban material- 
mente apifiados, no siendo raro que cada 
cama alojara a dos enfermos. 

Lister y Pasteur iniciaron una nueva 
era llena de esperanzas, que l6gicamente 
repercutid en la organizacién de los 


Fig. 3. El actual Charity Hospital de Louisiana en 
Nuevo Orleans. 


hospitales. Lister’ fué el primero que 
hacia el aio 1865 aplicé las teorias de 
Pasteur en el quiréfano de un hospital, 
obteniendo un inmediato descenso del 
indice de mortalidad. Una vez demos- 
trado que las enfermedades contagiosas 
no se transmitian por el aire sino por 
microorganismos transportados por las 
deyecciones, ropas, etc., y por contacto 
directo de los enfermos, se abandon6 el 
tipo de hospital por pabellones, costoso 
e ineficiente. El mejor ejemplo de este 
tipo de construccién en los Estados Uni- 
dos es el hospital Johns Hopkins de 
Baltimore. 

El Charity Hospital de Louisiana en 
Nueva Orleans es uno de los primitivos 
hospitales de Norteamérica que, después 
de sufrir miltiples vicisitudes, presta 
actualmente espléndidos servicios. Fué 
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fundado por un marinero francés lla- 
mado Jean Louis, el cual al morir en 
1736 legé su modesta fortuna con el fin 
de construir un hospital. El original 
Charity Hospital tenia una capacidad 
de 24 camas y funcié con el nombre 
‘‘T,’Hopital des Pauvres de la Charité’’ 
durante cuarenta afios, hasta que fué 
asolado por el ciclén que devasté la 
poblacién en 1779. 


HOSPITALES 


ANTIGUOS 
Unidos, data de 1838. Hoy cuenta el 
hospital con un total de 2,701 camas. 
Otro de los hospitales de Norteaimérica 
que goza de gran prestigio es el Penn- 
sylvania Hospital, de Filadelfia, que 
generalmente esta considerado hoy como 
el hospital mas antiguo de los Estados 
Unidos. Cuenta con ciento noventa y 
cuatro afios de servicios prestados a la 
humanidad. La idea de construir el 


Fig. 4. Reproduccién del grabado m4s antiguo que se conoce del Pennsylvania Hospital, que data de 1750- 
1760. El edificio grande que se ve a la izquierda es el Asilo Municipal; el otro, m4s pequeiio, de la derecha, 
en forma de T, es el primitivo Pennsylvania Hospital. 


Durante la época de la dominacién 
espafola en Louisiana, un acaudalado 
aristocrata, Don Andres de Almonaster 
y Rojas, Coronel de Milicia, Regidor y 
Alférez Real, y Caballero de San Carlos, 
hizo la generosa oferta de 114,000 dé- 
lares destinada a reconstruir el antiguo 
hospital de Jean Louis. En 1782, el Rey 
Carlos III de Espaiia concedié autoriza- 
cién para iniciar las obras. El nuevo 
hospital se inauguré en 1784, con el 
nombre de Hospital de San Carlos. De 
nuevo el Hospital fué reducido a cenizas, 
en la gran conflagracién que sufri6 la 
ciudad en 1809; pero fué reconstruido 
en 1815. La ubicacién del actual Charity 
Hospital, una de las mejores institu- 
ciones hospitalarias de los Estados 
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Pennsylvania Hospital se debe al Dr. 
Thomas Bond, notable clinico y cirujano 
américano del siglo XVIII, el primero 
que en América practicé la litotomia 
(1756) y tambien el primero que dié 
conferencias clinicas (1786). Afortuna- 
damente el Dr. Thomas Bond consiguié 
que su proyecto obtuviese rapidamente 
el generoso apoyo y la cooperacién de 
un hombre de la grandeza de espiritu 
de Benjamin Franklin. A éste se debe 
en gran parte la ereccién del magnifico 
Pennsylvania Hospital, provisto de 
todos los adelantos técnicos de la época. 
Este hospital se fund6é en 1751, crean- 
dose una Junta Directiva de doce miem- 
bros, entre los cuales se incluia a Ben- 
jamin Franklin y al Dr. Thomas Bond. 
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La primera descripcién histérica del fundador y director de la ‘‘Farmacopea 
Pennsylvania Hospital la escribid el de los Estados Unidos’’ y del ‘‘National 
propio Franklin en 1754. El edificio fué Dispensatory.’’ 

proyectado y construido con un bello La primera piedra que se colocé en la 
estilo colonial, por Samuel Rhoads, un _construccién del Pennsylvania Hospital 
aficionado a la arquitectura, que for-  ostenta la siguiente inscripcién: 


maba parte de la Junta Directiva. Hl En el afio MDCCLV de la era cristiana 

nuevo edificio del hospital fué inaugu- durante el reinado feliz de Jorge II 

rado en 1755. ; (porque él procuré la felicidad de su pueblo) 
Entre los medicos eminentes que des- Filadelfia prosperé 


Fig. 5. Actual Pennsylvania Hospital, edificio que fué inaugurado en 1755. 


filaron por las salas del Pennsylvania (porque sus habitantes tuvieron espiritu de 
Hospital debemos citar los siguientes: asistencia publica). 

Benjamin Rush, el tinico médico que _ _ Este edificio 

firm6é la Declaracién de Independencia; Fué fundado piadosamente 


John Morgan, Director General del De- Gracias a la subvencién del Gobierno 
: Y ala munificencia privada, 


P artamento Médico del Hyeretto Conti- Para el socorro de enfermos e indigentes. 
nental; Philip Syng Physick, el primero Que Dios misericordioso 

que practicd el lavado de estémago Bendiga esta empresa. 

contra los envenenamientos, usd la 

ligadura de catgut y extirp6 las amig- La segunda institucién hospitalaria 


dalas con amigdalotomo; Caspar Wis- que se creé en este pais, y que actual- 
tar, gran anatémico; William Shippen mente figura como el hospital mas an- 
Jr., organizador, con Morgan, del tiguo de Nueva York y el segundo en 
Departamento Médico dela Universidad —_ orden cronolégico de los Estados Unidos, 
de Pennsylvania; John C. Otto, el pri- es el New York Hospital, hoy motivo de 
mero que publicéd informacién sobre  legitimo orgullo de los neoyorquinos. 
casos de hemofilia; William Wood Ger- Con antelacién al New York Hospital 
hard, el primero que hizo el diagnéstico _existia en la ciudad de Nueva York, en 
diferencial entre la fiebre tifoidea y el 1736, un Hospicio Publico y Correc- 
tifus exantematico, y George B. Wood,  cional, ubicado donde hoy se encuentra 


380 


igs 


J. INTERNAT. 
COLL, SURG. 


el City Hall (Municipalidad) y en el cual 
se prestaba asistencia facultativa a los 
enfermos indigentes. Por lo tanto, esta 
justificado considerar que este estableci- 
miento, aunque no era propiamente un 
hospital en el sentido moderno que le 
damos a este vocable, fué el comienzo 
de los servicios hospitalarios munici- 
pales de la actual gran urbe, pues, como 
afirma Henry E. Sigerist, ‘‘No se puede 
negar que en este viejo hospicio el muni- 
cipio facilitaba asistencia médica gra- 
tuita a algunos enfermos pobres.’’ De 


] 


Fig. 6. Grupo de edificios del actual New York Hos- 
pital, construido en 1932. 


esta primitiva enfermeria surgiéd mas 
adelante el Bellevue Hospital, en 1811. 

El Dr. Samuel Bard fué el primero 
que en 1769 puso de manifiesto la necesi- 
dad de construir un hospital general en 
la ciudad Nueva York, para ‘‘asistencia 
y socorro de enfermos y como el mejor 
medio de ensefanza para estudiantes de 
la practica médica.’’ Esta iniciativa fué 
afortunada, y en 1771 el Rey Jorge III 
de Inglaterra estatuy6 The Society of 
the New York Hospital. Recién inaugu- 
rado, el edificio fué destruido por el 
fuego en 1775, pero se le restaur6 poco 
tiempo después. En 1776, ano de la 
Guerra de la Independencia americana, 
el New York Hospital admitié los pri- 
meros pacientes, que por una ironia del 
destino eran soldados del Ejército Revo- 
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lucionario Americano. La admisién de 
enfermos civiles comenz6é en 1791. Hasta 
el presente el New York Hospital ha 
estado prestando servicios ininterrum- 
pidos durante ciento sesenta y tres afios, 
abarcando asi toda la series de con- 
flictos bélicos de la nacién (la guerra con 
México en 1846, la guerra civil en 1861, 
la guerra con Espaiia en 1898 y la pri- 
mera guerra mundial en 1917). En la 
actual Segunda Guerra Mundial, el New 
York Hospital ha contribuido al esfu- 
erzo bélico con un equipo de 56 médicos 
y 112 enfermeras. Con razon, el diario 
neoyorquino New York World Telegram 
en cierta ocasién dijo en sus columnas: 
‘‘tres organismos han prestado servicios 
de esencial importancia en todos nues- 
tros conflictos guerreros: el Ejército, la 
Marina y el New York Hospital.’’ 
Desde luego, toda la fructifera labor 
realizada por esta institucién ha sido 
factible gracias a la entusiasta coopera- 
cién de sus clinicos y cirujanos. Las 
primeras practicas quirtrgicas efectua- 
das en este hospital estan descritas bri- 
llantemente por los doctores Eugene H. 
Pool y Frank J. McGowan. Estos dos 
autores describen en su obra la historia 
de los grandes cirujanos Valentine Mott, 
Alexander H. Stevens, Valentine Sea- 
man, Wright Post, John Cummings 
Cheesman y John Kearney Rodgers y de 
los eminentes clinicos Samuel Bard y 
David Hosack. En verdad puede decirse 
que el New York Hospital ha_ sido 
durante largos afos una de las grandes 
escuelas de cirugia de todo el pais, y 
rememora a ciertas prestigiosas uni- 
versidades de Europa, a las cuales en 
tiempos de pre-guerra afluian estu- 
diantes de todos los lugares del globo. 
Edward Sheldon, antiguo presidente de 
la Junta de Gobernadores, did a esta 
instituci6n el apelativo de ‘‘ Universidad 
Nacional de Medicina.’’ El New York 
Hospital fué una de las primeras insti- 
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tuciones médicas mundiales que demos- 
tr6é que la ensefianza de la practica de 
la Medicina no tiene valor alguno si no 
va acompaiiada de la clinica. Hoy, dicho 
hospital y su anexo, la Escuela de Medi- 
cina de la Universidad de Cornell, es un 
centro cultural del mundo, de primordial 
importancia. 

En 1932 se erigié el actual New York 
Hospital, que ocupa el imponente rasca- 
cielos que forma parte del magnifico 
grupo de construcciones ubicado en el 
corazon de la isla de Manhattan. Este 
enorme bloque, que se reproduce en la 
fotografia, incluye las siguientes organi- 
zaciones: el edificio principal del hos- 
pital, la Payne Whitney Psychiatric 
Clinic, el Lying-In Hospital, The Pedi- 
atric Division, el Cornell University 
Medical College, y la Cornell University- 
New York Hospital School of Nursing. 

Entre la diversidad de trabajos de 
investigacién que se llevan a cabo en el 
New York Hospital destacan los traba- 
jos sobre el shock, causas de las reci- 
divas de la malaria, tratamiento de las 
quemaduras con sulfamidas, uso de los 
tubos de vitallium para la reconstruc- 
cién de las arterias, injertos de nervios, 
uso de la penicilina, y trabajos de endo- 
crinologia. El afio pasado se establecié 
en el Hospital el primer ‘‘banco de 
ojos’’ de los Estados Unidos. Para dar 
una idea de la intensidad de las activi- 
dades del New York Hospital, transcri- 
bimos los siguientes datos estadisticos 
pertenecientes al aio 1944: ntiimero de 
camas, 1,448; nimero de enfermos -tra- 
tados, 65,941; operaciones practicadas, 
9,115; radiografias efectuadas, 122,407. 

Este breve relato nos muestra que los 
primitivos hospitales del continente oc- 
cidental todavia se yerguen incdlumes 
y que sus vetustos muros fueron testigos 
de toda la historia de los pueblos del 
continente americano. Hoy dia el hos- 
pital moderno es el centro de todas las 
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actividades médicas, orgullo de la 
ciencia y crisol donde se forja el espiritu 
de las nuevas generaciones de hombres 
que han de luchar contra el dolor y velar 
por la salud. 
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SUMMARY 


The first hospitals in the Americas 
seem to have been established in the six- 
teenth century, by the Spaniards. They 
were administered almost entirely by 
two religious orders. Some of these 
hospitals are still in existence and in 
service. Outstanding among these is 
the Hospital de Jesiis in Mexico, which 
most authorities believe to be the first 
hospital erected, and which has given 
continuous service for more than four 
hundred years. A few authors have ex- 
pressed the opinion that this institution 
is antedated by the Hospital de San 
Nicolas de Bari (Santo Domingo), now 
in ruins. 

In North America the first hospitals 
were built in the eighteenth century. 
The Charity Hospital of Louisiana in 
New Orleans is one of the early hospi- 
tals on this continent which is still 
active, and the Pennsylvania Hospital 
in Philadelphia is another. The latter 
is generally considered the oldest hos- 
pital in the United States. 

The New York Hospital has also given 
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long and brilliant service. The early 
surgical work in this hospital has been 
well described by Drs. Eugene H. Pool 
and Frank J. McGowan. 

The first hospitals naturally left much 
to be desired from the standpoint of 
hygiene and sanitation. But the work 
of Lister and Pasteur in the nineteenth 
century brought a new era. 

This brief report shows how the hos- 
pitals of the past have developed into 
the institutions of today that are the 
center and heart of all medical activity. 


RESUME 


Les espagnols fondérent, au seiziéme 
siécle, les premiers hépitaux en Amér- 
ique. Ces hdpitaux étaient entiérement 
sous le controle de deux ordres religieux. 
Certains de ces hdépitaux fonctionnent 
encore de nos jours. Entre autres, 
l’Hospital de Jestis, au Mexique, qui, 
d’aprés la plupart des autorités, fut le 
premier hépital érigé sur ce continent et 
qui fonctionne depuis plus de quatre cent 


ans. Quelques auteurs ont exprimé 


l’opinion que cet hdpital est antédaté 
par l’Hospital de San Nicolas de 
Bari (Santo Domingo), aujourd’hui en 
ruines. 

Aux Etats-Unis, les premiers hépitaux 
furent fondés au dix-huitiéme siécle. 
Le Charity Hospital of Louisiana a la 
Nouvelle Orléans est un de nos premiers 
hédpitaux qui est encore en existence. 
Le Pennsylvania Hospital a Philadel- 
phia en est un autre et est généralement 
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considéré comme |’hépital le plus ancien 
des Etats-Unis. 

Le New York Hospital aussi a depuis 
longtemps servi le public et joui d’une 
earriére brillante. La premiére chir- 
urgie de cet hdpital a été bien décrite 
par les docteurs Kugene H. Pool et 
Frank J. McGowan. 

Du point de vue de l’hygiéne et des 
conditions sanitaires les premiers hdépi- 
taux laissaient beaucoup 4 désirer. Mais 
les travaux de Lister et de Pasteur 
amenérent au dix-neuviéme siécle une 
nouvelle ére. 

Ce bref rapport montre comment ces 
hdpitaux des temps passés ont évolué 
dans les institutions de nos jours, in- 
stitutions qui sont le centre et le coeur 
de toutes les activités médicales. 


BbIBO/JIbI 


Ilepsbie rocnutTaiH B cTpaHax 
ObIIH MOCTpOeHbI 
ObIIM HaZ30pOM AByX 
HbIX HekoTopble H3 HHX COxpa- 
HHJIMCb JO Han6ousee 
Hospital de Jesus B Mexkcuxke. Ilo MHeHHIO 
MHOrHX 9TO NepBbIi NMOCTPOeHHbIN 
Talib. OH Se3snpepbiBHO 4e- 
TbIpex coT Ilo MHeHHIO aBTO- 
puteTosB Hospital de San Nicolas de Bari 
B Canto J[omunHre, Tellepb B pa3BaJIHHaXx, 
eule cTapule. 

B CespepHow Amepuke 
JIMCb B CTOMeTHH. Charity 
Hospital B Hopom Opseance CaMbIX 
xOTA Pennsylvania Hospital B 
OOLIKHOBeHHO CUMTAeTCA Ca- 
MbIM CTaplUHM B COeHHeEHHbIX 
IUtatax. 
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El tratamiento del Cancer del Pene 
Nuestro Concepto Actual 


ANGEL H. ROFFO, M.D., y GUILLERMO IACAPRARO, M.D. 
BUENOS AIRES, ARGENTINA 


como localizacién de cancer es de 
frecuencia, sino rara, excepcional. 

Iin varias ocasiones hemos manifes- 
tado que ese criterio no es exacto; el 
cancer de pene, si bien no es una afec- 
cidn comin, no es tampoco extremada- 
mente rara. 

Hablan elocuentemente en ese sentido 
las estadisticas del Instituto de Medi- 
cina Experimental para el Estudio y 
Tratamiento del Cancer, que demuestran 
que en estos ultimos quince anos la mor- 
bilidad por esta localizacién neoplasica 
aumenta progresivamente; mientras en 
el ano 1926 la frecuencia de esta locali- 
zacion no aleanzé al 1 por ciento, en los 
ultimos cinco afios ha sobrepasado el 
2 y 3 por ciento. 

Sentado el diagnéstico de cancer de 
pene por la biopsia (criterio impuesto 
sistematicamente en este instituto) co- 
rresponde siempre resolver su terapéu- 
tica por via de dos tratamientos, a 
saber: (1) el tratamiento curativo, si 
es posible, y (2) el tratamiento paliativo. 

Entre los tratamientos curativos las 
experiencias realizadas en este Instituto 
nos obligan a considerar dos tipos dis- 
tintos: (A) tratamientos quirtirgicos y 
(B) tratamientos fisicos. 


¥ concepto general que el pene 


TRATAMIENTOS QUIRURGICOS 
Siempre que estemos en presencia de 
un cancer de pene dispuestos a proceder 
Resumen de un trabajo presentado en la tercera 


Asamblea Internacional del Colegio Internacional de 
Cirujanos, 1941. 
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Fig. 1. Amputacién del pene. Ligadura en la base. 
Bujia colocada en la uretra. Trazado en raqueta de 
la linea de incisién. 


Fig. 2. Seccién de los cuerpos cavernosos y de su 
envoltura fibrosa. (Cathelin.) 
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Fig. 3. Seccién de los cuerpos cavernosos. Unicamente 
queda sin seccionar Ja uretra. (Cathelin.) 


Fig. 4. Sutura de la vaina de los cuerpos cavernosos. 
Se ve la aguja tomar el rafe mediano. La uretra se 
ha seccionado 1 cm. adelante. (Cathelin.) 


Fig. 5. Operacién terminada con sutura uretra cu- 
tinea. (Cathelin.) 
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a su extirpacién por métodos quirir- 
gicos, debemos optar por uno de los 
cuatro procedimientos siguientes: (a) la 
exéresis simple del tumor, (b) la ampu- 
tacion parcial, (c) la amputacién total y 
(d) la emasculacion. 

El primero de ellos (exéresis siraple), 
que ha sido y es el procedimiento de 
eleccién, es el que practicamos cuando 
las condiciénes de la afeccién lo per- 
miten (evolucién reciente, lesién locali- 
zada, poco proceso infiltrativo). 


Fig. 6. Aspecto de la amputacién con el drenaje tem- 
porario. (Cathelin.) 


Sin embargo debemos destacar que 
son muy contados los casos en los cuales 
el tumor reune las condiciénes necesa- 
rias indispensables para realizar un 
tratamiento tan limitado que resulte 
eficaz, 

La amputacién parcial es la opera- 
cién que con mas frecuencia se realiza 
en el Instituto de Medicina Experimen- 
tal, més o menos conservadora segtin 
sea la extension del tumor. 

La amputacién total unicamente la 
indicamos cuando la neoplasia ha in- 
vadido todo el 6rgano, o cuando sos- 
pechamos completa invasion de los cuer- 
pos cavernosos. 


| 


Fig. 7. Tecnica de la operacién de Young: amputacién parcial y total con 
vaciamiento ganglionar. 


A. Incisién curva que va de una ingle a la otra, e 
incisiones paralelas que toman la base del pene. 
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B. Diseccién de las regiones inguinales y de la 
regién suprapubica. Pueden verse los cordunes 
espermaticos. 


C. Incisién de la piel en la regién del pene. 
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I, Amputacién parcial: seccién del pene. Noétese la 
distancia altura de seccién entre los cuerpos caver- 
nosos y el cuerpo esponjoso (uretra). 


D. Diseccién de la regién peneana. 


E. La diseecién terminada. Queda expuesto el cuerpo 
cavernoso. 
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Fig. 7. (Continuacién) 


Fig. 8. Emasculacion. 
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G. Amputacién total: seccién del pene en caso de 
amputacién total. 


A. Emasculacié6n total. Trazado de la incisién. 


B. Resultado operatorio de una emasculaci6n total. 


H. Operacién terminada: drenajes en regiones in- 
guinales y sonda en la uretra. Se ha respetado 
cordones y contenido escrotal. 


387 


\ 
Way 
) 
| 


TOMO VIII 
NO. 4 


La emasculacién, operacién mutilante 
que supone la exérsis de todo el sistema 
de 6rganos genitales externos, la realiza- 
mos, casi diriamos, por excepcidén— 
criterio que justificamos ampliamente 
recordando que jamas el testiculo esta 
invadido en los canceres del pene. 

En efecto, las vias linfaticas son en 
un todo independientes y distintas, y la 
progresién del tumor peniano hacia la 
glandula genital por continuidad no se 
realiza dada la proteccién eficaz que 
ejerce la albuginea testicular. 

Ain en los casos en que el tumor es 
muy grande y puede llegar al escroto 
y la piel del pubis, respeta siempre la 
glandula genital. 

Insistimos en este recuerdo anatémico 
y en este hecho clinico porque la expe- 
riencia nos autoriza a afirmar que la 
emasculacién debe practicarse excep- 
cionalmente en los tumores de pene. Hs 
un intervencién mutilante que no se 
justifica sino excepcionalmente. 

Todas estas intervenciones, cualquiera 
sea la extensidn de las mismas, las 
realizamos siempre con la ayuda del 
bisturi eléctrico, en sus dos formas de 
aplicacién: seccién o corte y eléetro- 
coagulacién. 

El bisturi eléctrico tiene en el trata- 
miento de estas lesiones un valor de 
excepcién. Son innumerables las ven- 
tajas que reporta: (1) realiza una buena 
hemostasis; (2) coagula los vasos lin- 
faticos evitando la propagacién del 
proceso séptico que con frecuencia existe 
agregado a la lesién; (3) impide la 
embolizacién de células cancerigenas; 
(4) en los sitios donde se realiza la in- 
cisién destruye elementos neoplasicos e 
impide la posibilidad de los injertos. 

Repetimos que cualquiera sea el pro- 
cedimiento quirtirgico a adoptar, siem- 
pre en el Instituto se realiza con la base 
del bisturi eléctrico. 
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TRATAMIENTOS FISICOS 


Entre los procedimientos fisicos hay 
que considerar a la curieterapia y a la 
radioterapia profunda. Kinestes Instituto 
en un principio muchos tumores de pene 
fueron tratados con radium (radium 
puntura y radium en superficie). 

Kl advenimiento del bisturi eléctrico 
con sus resultados ha substituido con 
ventajas al procedimiento curieterapico. 
No queremos con ello significar que este 
ultimo tratamiento no sea eficaz, pero 
si creemos que los resultados permiten 
afirmar que el bisturit eléctrico realiza 
con ventajas el efecto terapéutico del 
radio. 

El radio tiene como formal enemigo 
en su aplicacién a dos factores: la in- 
feccién y la radio resistencia relativa de 
ciertos tipos celulares. Es asi como en 
los nevocarcinomas y en los epiteliomas 
espinocelulares e infectados el radio se 
manifiesta insuficiente como terapéutica 
efectiva y en esos casos para obtener 
efectos curativos eficientes debe apli- 
carse a los enfermos dosis tales que 
significan grandes mutilaciénes. Por eso 
en los procesos de neoplasias destruc- 
tivas donde la curieterapia signifique 
mutilacién debe preferirse siempre el 
tratamiento quirtrgico con la ayuda del 
bisturi eléctrico. 

En trabajos anteriores hemos desta- 
cado que en el Instituto no hemos tenido 
un gran porcentaje de éxitos efectivos 


con la radiumterapia en los tumores de 


pene, al punto tal que desde hace ajios 
la practicamos unicamente como trata- 
miento de excepcion. 

Ultimamente utilizamos una _ tera- 
péutica que nos ha_ proporcionado 
éxitos cuando las condiciénes del tumor 
lo han permitido; nos referimos a la 
proximo radioterapia con el tubo de 
Chaoul (Monopan). 

Varios enfermos tratados con Mono- 
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pan en el Instituto llevan ya un tiempo 
prudencial de observacidén, y en ellos la 
perfecta cicatrizacién del proceso per- 
mite afirmar la curacién del mismo. La 
base de su indicacion es la ausencia de 
lesidnes ganglionares satélites palpables. 

Respecto a la adenitis neoplasica repe- 
timos hoy lo que en trabajos anteriores 
ya afirmamos: La lesiones de pene con 
diagnéstico precoz muchas veces no 
exigen intervenciénes amplias con extir- 
pacién en block de ganglios linfaticos. 
La repercucién neoplasica ganglionar 
no es muy frecuente y depende del tipo 
histolégico del tumor y del tiempo de 
evolucién; en un gran porcentaje de los 
casos son simples adenitis inflamatorias, 
y en consecuencia operaciénes limitadas 
permiten el retroceso rapido de la in- 
flamacién ganglionar. Existen pues 
muchas veces adenitis inflamatorias y no 
neoplasicas. 

La proxima radioterapia siguiendo la 
técnica de Chaoul fué empleada en este 
Instituto primeramente para los can- 
ceres de la piel con el fin de ‘‘humanizar 
lesidnes neoplasicas’’ cuando ellas eran 
enormes y no aceptaban tratamientos 
radicales efectivos. Con esto conse- 
guimos modificar en muchos casos pro- 
cesos de gran desarrollo, facilitando la 
cicatrizacién de lesiénes ulcerosas, supri- 
miendo el caracter sanioso de la super- 
ficie tumoral y modificando el aspecto 
de la misma. 

Kste hecho clinico observado permitié 
su aplicacién en los tumores de pene 
localizados. 

Los resultados obtenidos por el mo- 
mento nos conforman ampliamente, si 
bien sabemos que el tiempo y la observa- 
cién son factores indispensables en el 
problema terapéutico del cancer y ellos 
daran su palabra sobre el verdadero 
valor y la eficacia de este procedimiento 
fisioterapico. 


En lo que respecta a la metastasis 
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ganglionar sdlo realizamos la exéresis 
de la misma en forma sistematica en los 
casos en que la adenitis cancerosa 
clinicamente se denuncia; cuando ella 
no presenta caracter de tal, practicamos 
primeramente la biopsia y luego sis- 
tematicamente la radioterapia profunda, 
con aparatos de alta tension. 


PRONOSTICO 


Cual es el prondéstico de los enfermos 
portadores de un cancer de pene? 

iin lo que se refiere a las recidivas, 
la recidiva ‘‘in situ’’ no es de observa- 
cin frecuente; cuando se produce se 
observa casi siempre dentro del primer 
ano de la operacién. La recidiva fre- 
cuente que da caracter de malignidad 
es la metastasis ganglionar. 

Kin los tumores espinocelulares cuando 
la extirpacion ganglionar no se ha reali- 
zado o se ha hecho imperfectamenie, o 
cuando la radioterapia profunda ha sido 
insuficiente, la recidiva ganglionar se 
observa precozmente dentro del primer 
ano. La recidiva satélite en el segundo 
o tercer aio se observa con menos 
frecuencia. 

Una lesion neoplasica de pene que no 
recidiwa despues de tres aiios autoriza a 
considerar curado al enfermo. 

Las metastasis viscerales con sin- 
drome clinico definido de proceso neo- 
formativo. (hepatico o pulmonar) son 
poco frecuentes. 

Dijimos en trabajos anteriores que es 
posible que en autopsias encontremos 
nidos celulares en 6rganos diversos, 
pero en general los enfermos con un 
cancer peniano mueren por su lesién 
local o por su metastasis ganglionar 
satélite, excepcionalmente por metas- 
tasis visceral. 

El prondstico de esta neoformacion 
maligna a localizacién peniana debiera 
ser stempre en el 100 por ciento de los 
casos benigno, dado que su diaqgnéstico 
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precoz facil de realizar permite una 
terapéutica precoz efectiva y curativa. 

Pero desgraciadamente las estadis- 
ticas del Instituto no son todo lo hala- 
gador que debieran, pues los enfermos 
se presentan en condiciones lamentables 
con un proceso neoformativo tan avan- 
zado que presume la invasion ganglionar. 

Malos consejos, terapéuticas insufici- 
entes, favoreciendo la evolucién de la 
afeccién, hacen que el tratamiento radi- 
cal retardado, resulte muchas veces 
ineficaz. 

La importancia del diagnéstico precoz 
es enorme; sdlo asi se puede evitar una 
operacién cruel. Muchas veces vemos 
llegar al Instituto desgraciados en- 
fermos que después de peregrinar meses 
y meses con lesiones proliferativas no 
diagnosticadas en su esencia etiolégica 
han sido sometidos a medicaciones ano- 
dinas cuando no causticas, que lejos de 
mejorar agravan la lesién, excitando la 
génesis cancerosa, favoreciendo la atipia 
celular de. simples papilomas benignos 
en un principio. 

En materia de cancer la educacién de 
los enfermos es primordial; deben siem- 
pre, en el caso de la localizacién que nos 
ocupa, recurrir a un médico especializado 
o a un dispensario apropiado cada vez 
que vean aparecer el primer sintoma de 
una lesidn sospechosa, sangrante, de 
tipo ulceroso o productivo, que no cede 
a los tratamientos habituales y simples. 


Deben también nuestros colegas cono- 
cer el valor importante que tiene la 
biopsia y el valor de su realizacién pre- 
coz; la biopsia, acto de ejecucién facil y 
simple, debe siempre realizarse con 
frecuencia en los casos de enfermos 
portadores de afecciones ulcerativas o 
productivas sospechosas. No olvidemos 
que las lesiones destructivas de la regién 
peniana no tienen porqué ser siempre 
lesiones sifiliticas 0 estreptobacilares y 
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evitemos asi someter enfermos durante 
meses y ailos a tratamientos especificos, 
esperanzados en curarlos. 

Estos tratamientos no hacen sino 
agravar el prondéstico de lesiones neo- 
plasicas malignas incipientes. El trata- 
miento efectivo radical y curativo exige 
terapéutica con aparatos especiales apro- 
piados y métodos eficientes; y en ese 
sentido en el Instituto de Medicina 
Experimental contamos con los ade- 
lantos mas modernos de la ciencia 
quirtrgica. 

Repetimos que: el prondstico y el por- 
centaje de los enfermos curados mejo- 
raran: (1) el dia que los pacientes sufi- 
cientemente instruidos sepan que existen 
enfermedades graves que no provocan 
dolor ni fiebre, tinicos sintomas alar- 
mantes para el profano que los hace 
suponer enfermos realmente; (2) el dia 
que los colegas se inculquen y ahonden 
dos conceptos que en materia de cancer 
tienen capital importancia, (a) preco- 
cidad y frecuencia en la practica de las 
biopsias y (b) no eternizar ni prolongar 
tratamientos especificos de prueba ni 
cauterizaciones prolongadas en lesiones 
ulcerosas crénicas que son en esencia 
canceres en su iniciacién. 


SUMMARY 


Carcinoma of the penis is curable in 
the majority of cases. A good issue de- 
pends on two factors: (a) early diag- 
nosis and (b) proper treatment. 

The radical treatments used at pres- 
ent are: electrosurgery, radium therapy, 
contact roentgen therapy and diather- 
mocoagulation. The surgical treatment 
varies according to the extension of the 
new growth. Simple exeresis is pre- 
ferred whenever possible, and partial 
or total amputation is done in more 
advanced stages, in order to avoid sub- 
mitting patients to emasculation. Partial 
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Fig. 9. Cancer del pene. Localizacién: glande y sureo Fig. 11. Cancer del pene. Localizacién: prepucio. 
balanoprepucial. Biopsia: carcinoma pavimentado Carcinoma pavimentoso metatipico. 
perlado. 


Fig. 10. Postectomia (bisturi eléctrico) y electrocoa- Fig. 12. Postectomia con bisturi eléctrico. Monopan. 
gulacién del glande. uretral hipospédico. Radioterapia bi-inguinal. Curacidén. 
Curacién. 
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Fig. 13. Cancer del pene. Localizacién: meato uretral. Fig. 15. Cancer del pene. Localizacién: glande y pre- 
Biopsia: carcinoma pavimentoso metatipico. pucio; infiltracién de los cuerpos cavernosos. Biopsia: 
carcinoma pavimentoso perlado. 


Fig. 14. Diatermocoagulocién y monopfn. Curacién. Fig. 15A. Amputacién total (bisturi eléctrico). Radio- 
terapia bi-inguinal. Curacién. 


392 


: 
‘ 


Fig. 16. Cancer del pene. Localizacién surco peno- 
escrotal. Biopsia carcinoma pavimentoso perlado. 
Amputacién total. Curacié6n. 


prepucial y glande. Fimosis congénita. El tumor 

uleera la piel del prepucio y se evidencia por la cara 

dorsal del pene. Infiltracién de los cuerpos cavernosos. 
Amputacién total, Curacién. 


Cancer del pene. Localizaci6n: surco balano- 


Fig. 18. Cancer del pene. Localizacién: glande y surco 
balanoprepucial. Fimosis congénita. Biopsia: carci- 
noma pavimentoso perlado. 


Fig. 19. Amputacién total (bisturi eléctrico). Radio- 
terapia bi-inguinal. Curacién. 
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Fig. 20. Cancer del pene. Localizacién: piel del pene. Fig. 22. Cancer del pene. Localizacién: glande y pre- 
Biopsia: carcinoma pavimentoso perlado. pucio. El proceso neoformativo invade la piel ‘lel 
pene aflorando por la zona dorsal. Fimosis congénita. 

Biopsia: carcinoma pavimentoso perlado. 


. 


Fig. 21. Amputacié6n total. Curacién. Fig. 23. Amputacién total (bisturi eléctrico. Radio- 
terapia bi-inguinal. Curacién. 
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Fig. z4. Cancer aet pene. Loealizacién: sureo balano- 
prepucial, glande y prepucio. Fimosis congénita. La 
lesién neoformativa invade y destruye la piel del pene 
en su regién dorsal. Biopsia: carcinoma pavimentoso 


perlado. 


terapia bi-inguinal. Curacién. 
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Fig. 26. Cancer del pene y del escroto. Enorme tumor, 
que ha destruido el pene, he invadido profundamente 


Biopsia: carcinoma pavimentoso perlado. 
Metistasis bi-inguinal. Inoperable. 


el escroto. 


Terapéutica 
paliativa. 


1 


er, 
f Fig. 25. Amputacién total (bisturi eléctrico). Radio- Fig. 26A. Cancer del pene. Localizacién: glande, pre- } 
Po] pucio y cuerpo del pene. Metdstasis bi-inguinal. 
Inoperable. Tratamiento paliativo. 


Fig. 27. Cancer del pene. Loealizacién: cuerpos Fig. 29. Cancer del pene. Localizacién: prepucio y 
cavernosos, glande, surco balanoprepucial y prepucio. glande. Biopsia: carcinoma pavimentoso perlado. 
Fimosis congénita. Nétese como la lesién tumoral 
ulecera y destruye el prepucio. Biopsia: carcinoma 

metatipico. 


g. 28. Amputacién total (bisturi eléctrico). Radio- Fig. 30. Amputacién parcial (bisturi eléctrico). 
terapia bi-inguinal. Curacién. Radioterapia bi-inguinal. Curacién. 
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excision is the procedure employed most 
frequently in the Institute for Experi- 
mental Medicine. The electric bistouri 
is invaluable. As to radium therapy, 
the authors’ opinion is categoric. They 
believe it to be an efficient thera- 
peutic measure but certainly inferior to 
electrosurgery. 

The lymph nodes are systematically 
preserved if the inflammatory nature of 
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metastases are rare. The organs which 
may be involved are, in the order of 
frequency, (1) the lung and (2) the liver. 

The mortality from cancer of the penis 
is 50 per cent, according to the statistics 
of the Institute of Experimental Medi- 
cine. This high percentage is due to the 
poor local and general conditions, to the 
time of development of the lesion and to 
the inadequateness of the treatment to 


Fig. 31. Cancer del pene. Localizacién: prepucio y Fig. 32. Postectomia (bisturi eléctrico). Monopan. 


surco balanoprepucial. Biopsia: carcinoma pavi- 
mentoso perlado. 


their involvement has been clinically 
proved. If they are neoplastic, excision 
of them is inevitable and should be fol- 
lowed by high voltage therapy, accord- 
ing to the stage of the malignant growth. 

In the surgical stump, recurrences are 
rare and usually take place in the course 
of the first year after the treatment. 
Recurrences in the lymph nodes are 
more frequent. As a rule, they also 
occur early (within the first year), but 
they may take place after the second, 
third or fourth year. Clinically, visceral 
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Curacién. 


which patients have been submitted be- 

fore their arrival at the Institute. 
Three years without recurrence is 

generally sufficient to warrant one’s con- 


sidering a treated patient as definitely 


cured. 

The prognosis of cancer in this loca- 
tion ought to improve when people learn 
to consult a physician at the first sus- 
picious symptom and when physicians 
remember to perform a biopsy on any 
new growth before trying various treat- 
ments and cauterizations. 
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RESUME 

Le cancer de pénis est dans la plupart 
des cas parfaitement curable. Le succés 
dépend de deux facteurs: (a) précocité 
du diagnostic et (b) suffisance du 
traitement. 

Les traitements radicaux de l’heure 
actuelle sont: 1’électrochirurgie, la curie- 
thérapie, la radiothérapie de contact et 
la diathermocoagulation. 

Le traitement chirurgical devra varier 
selon ]’extension de la tumeur, en optant 
pour ]’exérése simple autant que pos- 
sible, et n’indiquant l’amputation par- 
tielle ou totale que dans des cas plus 
avancés, pour ne réaliser qu’exception- 
nellement 1’émasculation. 

Quant a la curiethérapie, l’opinion 
des auteurs est catégorique. Ils croient 
en sa grande valeur thérapeutique, 
mais la considérent inférieure a 1’élec- 
trochirurgie. 

Les ganglions doivent étre respectés 
étant cliniquement en état inflammatoire ; 
dans le cas des ganglions néoplasiques, 
e’est lexérése qui est indiquée, avec 
radiothérapie de haute tension selon leur 
état d’évolution. 

Les récidives dans le moignon chirur- 
gical sont rares, et si elles se présentent, 
on les observe généralement au cours de 
la premiére année. 

Les récidives ganglionaires sont beau- 
coup plus fréquentes, étant générale- 
ment précoces (au cours de la premiére 
année), mais se présentant aussi plus 
tard, aprés la seconde, troisiéme et 
quatriéme année. 

Cliniquement, les métastases viscé- 
rales sont exceptionnelles. Les organes 
qui se trouvent le plus fréquemment 
envahis sont par ordre de fréquence: 
(1) le poumon et (2) le foie. 

La mortalité par cancer de pénis est 
de 50 pour cent dans les statistiques de 
notre Institut. 
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Ce pourcentage est agravé par les con- 
ditions locales et générales peu favor- 
ables, par le temps de 1’évolution de la 
lésion et par 1’insuffisance du traitement 
pratiqué antérieurement 4 l’arrivée a 
|’Institut. 

Une survie de trois ans est générale- 
ment suffisante pour considérer un 
malade traité comme définitivement 
guéri. 

Le pronostic s’améliorera quand les 
malades sauront qu’ils doivent consulter 
un médecin au premier indice de la 
maladie et quand les médecins n’oub- 
lieront plus d’effectuer une biopsie de 
toute néoformation, avant pratiquer des 
traitements et des cautérisations 4 titre 


d’essai. 


CBO] 


TIPHMCHHMbIMH 
KaJIbHbIMH ABJIAIOTCA: 
XHpypruA, KOHTAKTHAA 
ALMA. 

MOAXOX 3aBHCHT OT 
onyxoauH. Bo3- 
MOXKHO, OObIKHOBeHHAaA 
pa3sBHTHA. TaKHM OOpa30M TOJIbKO 
BeprHyTCA 

Ecam 20Ka3aH BOCTIAJIH- 
TCJbHbIM XAPaKTep JHM(paTH- 
4YeCKHX Kee3, TO OHH CHCTEMATHYCCKH CO- 
Ho OHH OKa3bIBalOTCA He- 
CA JLOJDKHO ObITb 
BaHO BbICOKOHM B 3a- 
BHCHMOCTH OT 

aBTOPOB OTHOCHTEJbHO pa- 
ABIACTCH 
ee O4eHb Te- 
paneBTHyecKOH Mepol, HO 
ycTynawilen 

x“pypruyeckoro OO6py6Ka 
O4eHb H, OObIKHOBeCHHO, 

60- 
uacTbI. O6bIKHOBCHHO OHH TOKE 
IOTCA paHO (B TeYeHHH MepBoro roja), HO 


; 
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HHOra BO BTOPOM, TpeTbeM HM 
BepTOM rojy. 

ABTOPbI CUHTAIOT «MeTAaCTa3 JHM(pa- 
THUCCKHX CHHOHHMOM <exitus letalis» 
(cmMepTHoro 

MeTaCcTa- 
3bI pexKH. B YaCTOTbI OpraHbl M0- 
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OtcyTcTBHe pelleqHqOB B TeYeHHH 
Tpex OCHOBAaHHe CYHTaTb, 

IIporHo3 paka B 9TOM MecTe 
COBETOBaTbCA C BpaveM 
nepBoro CHMIITOMa 


paxaiotca (1) (2) neyenb. 3allOMHAT, YTO AO TOTO Kak 

CoraacHoO CTaTHCTHYeCCKHM JlaHHbIM MOABeprHyTb pa3HbIM 
IIpOWeHT CMePTHOCTH OT paka penis’a 50%. 

BbicoKah CMepTHOCTb ABAAeTCA pe- CBOeCBpeMeH- 
COCTOAHUA, LaBHOCTH NopaxKeHHA HEMO- TAT pak penis’a B OOe3Hb, HMEIOLILYIO OUCHb 
CTATOUHOCTH JICYeHHA, XOPOWHH MporHos. 

HbIM JO MOCTYMJeHHA B HHCTHTYT. 


IN MEMORIAM 


EL DR. AMERICO FOSSATI * 
(Uruguay) 


E] 20 de noviembre de 1944, a los 58 afios de edad, y mientras desempefiaba la Presi- 
dencia de la Sociedad de Cirugia del Uruguay, fallecié en Montevideo el Dr. Américo 
Fossati, cirujano de larga y fecunda actividad en nuestro medio, adornado de las mas 
bellas virtudes y de una acrisolada hombria de bien. 

El Dr. Américo Fossati, forjado en un hogar humilde, al que contribuia a sostener 
mientras hacia su -earrera, habia nacido el 25 de julio de 1886. Con una extraordinaria 
dedicacién a las duras disciplinas de los estudios médicos, recibiéd su titulo de doctor en 
Medicina y Cirugia en el mes de abril de 1909, a los 22 afios de edad. Casi en seguida 
fué nombrado Jefe de Clinica del Profesor Alfonso Lamas, en cuyo Servicio Quirirgico 
trabajaba desde 1904. 

En el mismo afio 1909 fué designado Primer Médico Interno del Hospital Espafiol y 
luego, en 1917, Cirujano Mayor del mismo establecimiento, cargo que atin desempefiaba 
cuando lo sorprendié la muerte. Creé en ese Hospital un centro quirirgico altamente con- 
ceptuado, al punto que la Facultad de Medicina permitia a los estudiantes ganar el curso 
oficial en el mismo. Desde 1910 era, ademas, cirujano del Hospital Fermin Ferreira, cargo 
en el que se dedicé preferentemente a la cirugia del té6rax. 

Su actividad quirtirgicia fué muy intensa hasta muy poco antes de su muerte, y ella 
queda reflejada en los numerosos trabajos cientificos publicados. 

En la actividad docente el Dr. Américo Fossati tuvo, también, una destacada actua- 
cién. Era, desde 1927, Profesor Libre de Clinica Quirtirgica. En diversas oportunidades 
dict6 cursos en el Hospital Espafiol, en el Hospital Fermin Ferreira y en el Instituto 
de Tisiologia. 

Sus relaciones con la Sociedad de Cirugia del Uruguay fueron siempre muy estrechas. 
Era socio fundador y ocupé por primera vez la Presidencia de la Sociedad en 1934. Fué 
un asiduo concurrente a sus sesiones y aport6 siempre, sin reticencias ni egoismus, todo 


* Obituario reproducido del Boletin de la Sociedad de Cirugia del Uruguay. 
(Continua en pagina 403) 
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Algias Abdominales Esplacnicas 


PROF. DR. MIGUEL LOPEZ ESNAURRIZAR, F.1.CS. 
MEXICO, D. F., MEXICO 


clara significacién clinica y utili- 

dad defensiva general, dentro de 
la fisiopatologia del dolor, es evidente, 
sin embargo, que en numerosas ocasiones 
constituye casi toda la enfermedad, o 
toma la parte mas importante o es sola- 
mente la manifestacién mas molesta del 
todo. 

En estos casos, una terapéutica efi- 
ciente del dolor o cura al enfermo, lo 
alivia de tal modo que lo vuelve curable 
o solamente lo mejora y le prolonga la 
vida sin sufrimiento. 

Uno de los procedimientos mas ra- 
pidos y radicales en la terapéutica del 
dolor consiste en la paralizacién de los 
nervios sensitivos en accién, método que 
tiene su mayor importancia y opor- 
tunidad de aplicacién cuando no hay 
recursos para curar desde luego el 
padecimiento, cuando no puede supri- 
mirse la irritacién terminal en el sitio 
mismo del padecimiento o cuando !a 
terapéutica analgésica es ineficaz. 

Al ocuparnos en éste trabajo de los 
métodos de paralizacion funcional de los 
troncos nerviosos abdominales, tenemos 
que referirnos a dos lineas o sistemas 
fundamentales, el del simpatico y el del 
vago, pues aunque el primero es mas 
claramente sensitivo, ni uno ni otro 
tienen la diferenciacién funcional tan 
ostensible como los pares craneales. 

Deseamos ocuparnos de la via sim- 
patica, pero antes de ello, lo haremos 
de la del pneumogiastrico, porque de 
acuerdo con los resultados obtenidos por 
otros autores y por nosotros, ello forma 
hasta ahora el anverso o lo negativo de 
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Ras, el dolor abdominal tiene 


lo que constituye lo fundamental de éste 
trabajo, esto es, las algias esplacnicas. 

En 1912, Exner y Schwartsman rela- 
taron 20 casos de crisis gastricas muy 
dolorosas en las que efectuaron vago- 
tomia anterior subdiafragmatica, con 
resultados mediocres. Latarjet propuso 
una nueva operacién mas extensa, con 
el proposito de suprimir toda inervacién 
vagal del est6mago en casos de tlcera 
péptica y con la mira de ‘‘suprimir toda 
sensacion, disminuir la frecuencia ¢€ in- 
tensidad de las contracciones y reducir 
la acidez.’’ Sin embargo, como resultado 
de estas operaciones, se llegé a la con- 
clusién de que la actividad del est6émago 
permanece inalterable al menos con la 
vagotomia unilateral (McCrea). Por 
ultimo, Weinstein, Colp, Hollander y 
Jemerin revisaron la literatura de la 
vagotomia gastrica, llegando a las con- 
clusiones: (a) experimentalmente se ob- 
serva ligera disminucién de la secrecién 
psiquica, mientras que en las demas 
fases no tiene efecto; (b) de los 6 casos 
de vagotomia que presentan se deduce 
que en ninguno de ellos pudo obtenerse 
beneficio terapéutico, y (c) la vagotomia 
no puede recomendarse como procedi- 
miento terapéutico. 

Llegamos ahora a lo fundamental de 
uestro propodsito en éste trabajo, que 
consiste en presentar la experiencia 
obtenida por nosotros en la otra via 
natural, el esplacnico. Un elemento de 
primera de que hemos dispuesto desde 
hace muchos afios es la anestesia de los 
esplacnicos, ya que nos muestra, como 
en una experiencia fisiolégica, las modi- 
ficaciones viscerales, que son: la anes- 
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tesia, la vasodilatacion generalizada y el 
aumento de la motilidad del tubo diges- 
tivo. La  fisiologia del esplacnico, 
experimentalmente y clinicamente par- 
ticularizada especialmente por Leriche, 
Pende, Allessandri, Zuckerman y Man- 
zanilla, proporciona mayor apoyo a la 
idea de suprimir la via simpatica como 
medio terapéutico principal de las algias 
abdominales. 

Con el fin propuesto hemos recurrido 
a la alcoholizacién de los esplacnicos, 
que, por habernos dado resultados satis- 
factorios en el propdésito sefalado, nos 
ha parecido suficiente y por lo tanto 
innecesario llegar a la esplanicectomia 
o a la esplanicotomia. 

Escogeremos de nuestros archivos 
casos tipicos observados por nosotros: 
(1) ejemplo de caso en el que el dolor 
abdominal, de intensidad dramatica con- 
stituye casi toda la enfermedad, (2) 
caso en el que el dolor tiene la parte 
mais importante y (3) caso en el que 
el dolor solamente constituye la parte 
mas molesta. 


Caso 1—Caso tipo en el que el dolor 
abdominal, de intensidad draméatica, consti- 
tuye casi toda la enfermedad. 

J. J., obrero textil, de 25 afios de edad, 
sufrié el 30 de septiembre de 1940 un acci- 
dente en el trabajo por caida de altura de 
unos 3 metros, de forma que sufrié contusién 
abdominal y de la cara anterior del t6rax; 
perdié de inmediato el conocimiento para 
recuperarlo paulatinamente, después de varios 
minutos, con sufrimiento de muy intenso dolor 
en todo el vientre, particularmente en el epi- 
gastrio y en la cara anterior del térax; el 
dolor era mas intenso con los movimientos 
respiratorios, que por ello se inicieron super- 
ficiales, frecuentes e irregulares ; la intensidad 
del dolor aumentaba al intentar incorporarse. 
En estas condiciones, palido y sudoroso, el 
paciente fué trasladado a nuestro sanatorio, 
donde recibié inmediatamente tratamiento de 
choque traumatico, al mismo tiempo que se 
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adelantaba Ja exploracién para tratar de tener 
idea de sus lesiones y de su estado general. 

Presentaba facies abdominal con expresién 
de dolor intenso, taquipnea, y localmente 
escoriaciones epidérmicas y rubicundez, espe- 
cialmente en el epigastrio; abombamiento epi- 
gastrico irregular con endurecimiento pastoso 
y vaga sensacién de crepitacién sanguinea de 
localizacion parietal que ocultaba a la explora- 
cién el plano visceral ; Area hepatica de maticez 
borrosa en general y casi imperceptible entre 
la linea media y la paraesternal derecha. 
Transcurridas dos horas de tratamiento gene- 
ral, con lo que habian mejorado sus condi- 
ciones, y tenida cuenta de la dureza abdomi- 
nal, del borramiento del drea hepatica, que 
fundamentaba la posibilidad de ruptura vis- 
ceral, hicimos una laparatomia exploradora 
que podria convertirse en terapéutica. No 
descubrimos lesién visceral, por lo que su- 
turamos la pared. (Ayudante, Dr. Jorge 
O’eadiz A.) 

Aunque la evolucién postoperatoria fué nor- 
mal, las condiciones del paciente continuaron 
muy precarias por varios meses (hasta febrero 
de 1941), especialmente por el intenso dolor 
pungitivo epigdstrico, sin irradiaciones, sin 
relacién con las comidas, en forma de crisis 
de mas de una hora de duracién, frecuente- 
mente nocturnas (a las 2 de la mafiana), con 
estados lipotimicos, facies abdominal y vémi- 
tos, que llegaban a aminorar el malestar; se 
lograba calmar el dolor con antiespasmédicos 
y sedantes enérgicos, con calor htimedo local y 
con la instintiva actitud ‘‘de gatillo.’’ Habia 
constipacién de los tres tipos muy rebelde a 
los tratamientos mas enérgicos, y en ocasiones 
vomitos fecaloides. 

Con motivo de que éste cuadro dramatico 
se prolongaba de modo desesperante, con 
periodos de poca menor intensidad, y de que 
no era evidente el diagndéstico, ya sea sdlo 
ya con la opinién de especialistas gastro- 
enterdlogo (Dr. Fournier), neurédlogo (Dr. 
Gamboa), laboratorista (Dr. Rojina), ete., se 
plantearon hipétesis diagnésticas tan diversas 
como crisis tabéticas, epilepsia, pitiatismo, 
helmintiasis, intoxicacién, simulacién, ete., 
hipotesis todas que se desvanecian como re- 
sultado de estudios de laboratorio o fracaso 
terapéutico, quedando en nuestra mente el 
diagnéstico de solaritis traumatica, andloga a 
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otra solaritis (tuberculosa) que hemos visto y 
tan rebelde como ésta a todo tratamiento anti- 
neuritico habitual (quimioterapio y vitamino- 
terapia, diatermia, etc.). 

Con ésta idea, inspirados en la técnica de 
la anestesia de los esplacnicos, el 8 de febrero 
de 1941 nos atrevimos a hacer la alcoholiza- 
cién de los esplacnicos, previa procainizacion, 
obteniendo desde luego mejoria, que aumentdé 
en pocos dias hasta la curacién, que inecluyé 
no solo la desaparicién de dolor, sino también 
de los vémitos, la constipacién ete. En pocos 
meses el paciente recuperé su corpulencia y 
desde entonces continiia enteramente apto a 
los mas rudos trabajos de su empleo. 


Caso 2.--Caso tipo en el que el dolor ab- 
dominal constituye la parte mds importante 
de la enfermedad. 

A. R., obrero sombrerero de 36 aos de 
edad, sufria de Utlcera del estémago desde 
hacia cuatro afos, con la particularidad de 
que la gastralgia era muy intensa y solia ser 
seguida de crisis gastricas. Los tratamientos 
producian solo resultados paliativos transito- 
rios, hasta que por la extraordinaria intensi- 
dad del dolor decidimos hacer alcoholizacién 
de los esplacnicos, Jo que efectuamos el 11 de 
octubre de 1942. Se obtuvo completo alivio 
del dolor y notable mejoria del sindrome ulece- 
roso. Un ano después, el 4 de octubre de 
1948, con motivo de operacién abdominal por 
apendicitis, exploramos directamente el esté- 
mago, sin encontrar huellas de la tileera. El 
paciente continiia sano y vigoroso. 


Caso 3.—Caso tipo en que el dolor abdomi- 
nal constituye solamente la parte mds molesta. 

N. N., de 53 afios de edad, fué operado de 
eareinoma incipiente del piloro, por piloree- 
tomia, desgraciadamente sin bisturi eléctrico. 
A los dos afios la lesién se reprodujo con tal 
malignidad que toda reintervencién operatoria 
fué deseartada. El dolor abdominal tuvo el 
aumento de intensidad diario que ya cono- 
cemos en estos casos, hasta que los analgésicos 
mas activos se hicieron ineficaces a pesar de 
llegar a dosis de intoxicacién. Ante la tre- 
menda tragedia del dolor cada vez mas in- 
tenso, que obligaba y al uso de la morfina, 
propuse la aleoholizacién sin otros objetivos 
que suprimir el dolor, evitar la intoxicacién 
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intense and severe inflammation of the 
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terapéutica y prolongar la vida. Con el Dr. 
Manuel A. Manzanilla, cirujano dedicado a 
cirugia neurohormonal, se hizo el bloqueo, 
obteniéndose con ello, casi inmediatamente la 
supresién de dolor, lo que permitié al paciente 
abandonar la cama lleno de optimismo. En 
pocos dias qued6 desintoxicado, tomando la 
apariencia transitoria de una resurreccién. 


CONCLUSIONES 
La alcoholizacioén del esplacnico tiene 
sus indicaciones y utilidad en el trata- 
miento de ciertas algias del mismo. Esta 
utilidad contrasta con el fracaso de la 
cirugia del vago para el mismo fin. 


RESUMEN 


El autor recuerda las tentativas que 
se han hecho para abolir la sensibilidad 
y modificar la molitidad del estémago, 
por medio de la seccién de fibras del 
vago, tentativas que hasta la fecha no 
han dado resultado favorable. HExpone 
los éxitos que ha obtenido por: medio 
de la aleoholizacién de los esplacnicos, 
ilustrando el trabajo con ejemplos tipi- 
cos, primero de un caso de solaritis in- 
tensa y grave que curé totalmente; 
segundo de un caso de ‘‘uleus rodens”’ 
que mejoré notablemente y tercero de 
un carcinoma gastrico inoperable al que 
se alivid del dolor y pudo prolongarse 
la vida del paciente. 


SUMMARY 

The author reports attempts to abol- 
ish the sensibility of the stomach and 
to modify its motility by means of sec- 
tion of the fibers of the vagus nerve. Up 
to the time of the report these attempts 
have not given favorable results. He 
describes the results which have been 
obtained by means of injection of alco- 
hol into the splanchnic nerves and cites 
some typical examples. In a case of 


solar plexus the patient was totally 
cured; in a case of rodent ulcer notice- 
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able improvement was obtained, and in 
a case of inoperable gastric carcinoma 
the patient was relieved of pain and 
life was prolonged. 


RESUME 


L’auteur nous communique ses essais 
d’abolir la sensibilité de l’estomac et de 
modifier la motilité de cet organe en sec- 
tionnant les fibres du vagus. Jusqu’a 
présent ses expériments ne lui ont pas 
donné de résultats satisfaisants. I] nous 
décrit les résultats qu’il a obtenus au 
moyen d’injections d’alcool dans _ les 
nerfs splanchniques et nous relate plu- 
sieurs examples typiques. Dans un cas 
d’inflammation intense et sévére du 
plexus solaire, il obtint une guérison 
compléte; dans un cas d’ulcére rodent, 
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une amélioration notable fut obtenue; 
dans un cas de carcinome gastrique il 
fut possible de supprimer la douleur et 
de prolonger ]’existence du malade. 


-ABTOp MOMbITKA YHHYTO- 
WHTb MOCpeCTBOM Ce- 
YeHHA BOJIOKOH HepBa. JLo 
BpeMeHH 92TOFO NOMbITKH 9TH 
Pe3yJbTATOB He MIPHHeCJH. 
Ou pe3yJbTaTbl 
BCIIPbICKHBaHHeM aJIKOrOJA 
CKHX HepBOB aeT THIIMYHbIe MpHMepbl. 
TlepBbim Obi O4eHb CHJIbHOTO BOC- 
solar plexus, Obl 
BbIJe4eH ; BTOPbIM Obl 
A3BbI, B KOTOPOM 
paKa %*KeJyAKa, B 
601 


EL, DR, AMERICO FOSSATI 
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el caudal de su extraordinaria experiencia en la discusién de los trabajos cientificos. En 
el otofo de su vida, su inquietud cientifica fué un ejemplo para los cirujanos jévenes. En 
1944 ocupaba por segunda vez la Presidencia de la Sociedad. Alli lo aleanzé la muerte, 
a la que él esperéd como habia vivido: trabajando. 

El Dr. Américo Fossati habia formado un hogar en el que predicaba con el ejemplo. 


Sus hijos prolongan en sus vidas la hermosa realidad del padre. 


Y uno de ellos, cirujano 


como él, sigue las hondas huellas que mareara su progenitor. 


: 


